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PRIMARY carcinoma of the female urethra has received but little 
attention at the hands of British gynecologists and the standard 
text books are somewhat lacking in information on the condition. 
Thus, in Allbutt, Playfair, and Eden’s “System of Gynecology ” 
the subject is dismissed with the single remark that, “in rare 
instances sarcoma and carcinoma are met with.” Hermann in his 
“ Diseases of Women” devotes eight lines to the question of symp- 
toms and diagnosis, and in Bland Sutton’s “Tumours” I can 
find but a scanty reference to the disease. 

Macnaughton-Jones deals with the subject a little more fully, 
but the most detailed account as far as British text-books are 
concerned, appears in Eden’s recently published “Manual of 
Gynecology.” The case records for the British Isles are also very 
few, and I can trace but seven undoubted examples. In 1895, and 
again in 1901, Mr. Battle? excised a female urethra for carcinoma. 
In the latter year also Professor Kynoch!* reported a case before the 
Edinburgh Obstetrical Society. The late Mrs. Stanley Boyd‘ also 
has placed on record in the Journal of Obstetrics, 1906, two well- 
marked examples of the disease. These few cases, together with one 
reported by Croft® before the North of England Gynecological 
Society in 1907, and one included in a paper by McGill?? in 1890 
constitute, as far as I can trace, the whole of the literature apper- 
taining to this subject that has appeared up to the present from 
the pen of British authors. 

Abroad, however, a considerable mass of literature has collected, 
and the subject has been studied by Wassermann,*® Ehrendorfer,!° 
Burckhardt? and Karaki.!® The collected writings of these authors 
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include references to 57 cases, but, as a microscopical report is absent 
in a large proportion, the diagnosis in many of these records is 
incomplete. Even in the last series of 29 cases published by Karaki!® 
in 1908, 10 only give a detailed report of the microscopical examina- 
tion. Furthermore, this author includes four cases in which clitoris 
or labium is involved, and it is impossible to say where the primary 
lesion commenced. 


After a careful analysis of the cases collected by the above-named 
authors, and the addition of several examples not included in their 
lists, I have grouped together 43 undoubted records. In the com- 
pilation of this list, which appears at the close of the paper, care has 
been taken to exclude all cases where doubt exists, either because 
no microscopical report is appended, or because parts other than the 
urethra or vestibule are involved in the growth. Possibly this ruling 
has led to the exclusion of several true instances, but the scientific 
value of cases where even slight doubt exists is but little. 


My interest in the condition was aroused by a patient aged 59, 
a 5-para, sent to me at the General Hospital, Birmingham, in 
January 1911, with symptoms of intense pain and difficulty on 
micturition. She first complained of local pain and discomfort in 
September 1910. This rapidly increased in severity, and was 
associated with frequent and urgent micturition. When I first saw 
the woman in the out-patient reom the bladder was distended and 
urine was dribbling from the urethra. The passage of a catheter 
was attended with the most acute pain. On January 16th, under an 
anesthetic, an examination of the pelvic organs was made by Dr. 
Thos. Wilson and myself. The urethral orifice was dark purplish-red in 
colour, depressed and somewhat puckered. The tissues of the vesti- 
bule, although much indurated, presented no ulceration, and hemor- 
rhage occurred only when a foreign body was introduced into the 
urethral canal. The vulval orifice was not contracted, and there was 
no leukoplakic condition of the mucosa. The urethra and bladder 
were explored by Kelly’s cystoscopy. The vesical mucosa was 
somewhat cedematous, but no nodule or induration was seen. On 
withdrawing the cystoscope, an irregular elongated ulcer about half 
an inch in length was noted on the floor of the urethra, bleeding 
readily on contact, and surrounded by considerable induration. The 
ulcer occupied the anterior segment of the urethra, but did not 
involve the urinary meatus. The anterior vaginal wall appeared to 
be indurated in the line of the urethra, but a speculum showed that 
the mucosa was intact. The remaining pelvic organs were healthy 
and no enlarged lymphatic glands were palpable in either inguinal 
region. The general condition was very feeble, and absolutely 
precluded the performance of any radical measures for the removal 
of the neoplasm. Even the simple examination and excision of the 
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margin of the ulcer for microscopical purposes was followed by the 
most profound shock and pyrexia of 103° F., which only gradually 
subsided. Treatment with radium was attempted, but with little 
success, as the patient refused to attend for the necessary applica- 
tions. Death occurred from general asthenia at the end of May 
1911, z.e., 8 months after she first complained of symptoms, 

The microscopical report states that the neoplasm is a rapidly 
growing squamous-celled epithelioma, with well-marked leucocytic 
infiltration of the healthy tissues near the growing margin. The plate 
shows a section of the tumour under !/, inch objective. 


Etiology. The comparative rarity of primary urethral carcinoma, 
compared with the incidence of vulval epithelioma at sites other 
than the vestibule, is of considerable interest. It has been pointed 
out before this Section by Messrs. Berkeley and Bonney* that the 
vestibule and urethral orifice are practically never involved in the 
pre-cancerous condition described by them as leukoplakic vulvitis. 
The fact that primary carcinoma in this situation is rare, is probably, 
therefore, but a corollary to the same observation. The investiga- 
tions made by Hallé!’ are interesting in this connection. He finds ~ 
that in some recorded cases a previous urethritis has occurred, and 
that this chronic inflammatory condition is followed by a sclerosing 
process to which he gives the name “ Urethral Leukoplasia.” This 
forms the starting point for a new growth of epidermal characters, 
which he designates as “ cancroid.” 


It has been stated by Posner?® that in the male, out of 20 cases of 
primary urethral carcinoma, 12 showed a pre-existing gonorrheal 
stric‘ure, and Oberlainder®® goes so far as to state that all instances 
of carcinoma in this situation are preceded by chronic inflammation 
or stricture formation. 


The relationship of urethral caruncle to carcinoma is interesting, 
in that several cases in the literature appear to have originated in 
this way, and the diagnosis was first suggested by the rapid growth 
and recurrence of the condition. The inflammatory origin of the 
majority of caruncles, and the preponderance of vulvo-urethral over 
true urethral carcinomata, added to the fact that the common seat 
of a malignant growth is the floor of the urethra near the external 
orifice, 7.e., a similar situation to caruncle, are points in favour of 
an inflammatory lesion pre-existing the malignant growth. 


Karaki,!® in pointing out that the line of union between two 
different epithelia exercises some pre-disposing influence to the 
incidence of malignant neoplasms, remarks that the apposition of 
urethral and vaginal epithelia may have some bearing upon the 
occurrence of carcinoma in this situation. Ehrendorfer,!® on the 
other hand, thinks that trauma, fissures and scars produced by 
labour or otherwise, are pre-disposing factors. 
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Clinical features. In considering the clinical features, it is well 
to adopt the terms suggested by Winckel®’ and divide the cases into 
vulvo-urethral and urethral. 

Vulvo-urethral growths are by far the more common. In my 
series of 43 cases, 32 undoubtedly come under this category. From 
a careful revision of the literature I am of opinion that three 
definite clinical types may be recognised. 

(1) An irregular dark purple papillomatous growth, which bleeds 
readily on contact, and which may be mistaken for a simple 
polypus or caruncular condition of the urethral orifice. 

(2) An ulcer, produced by the breaking down of a nodule on the 
floor of the vestibule at the urethral orifice. The ulcer 
presents the usual malignant characters, having a hard, 
indurated, irregular margin and friable, sloughing base. 
It rapidly involves the whole of the vestibule and spreads to 
the labia minora. 

(3) An induration surrounding the urethral orifice leading to 
depression, puckering and contraction of the orifice itself, 
but free from all ulceration and proliferation. This appears 
to be of slow growth and clinically is a Scirrhus. 

Urethral growths are distinctly rarer and only 11 are included 
in the list attached to this paper. Here again, two modes of growth 
may be recognised. 

(1) An irregular, elongated ulcer, involving the mucous membrane 
of the urethral canal, and only exposed by urethroscopic 
examination. The ulcer is usually situated on the floor of 
the canal in the distal segment. It has the usual malignant 
characters and tends to extend towards the urethral orifice. 
It rarely involves the bladder. The case described by the 
author is included under this group. 

(2) A peri-urethral induration, but free from ulceration until the 
late stages. A definite tumour is formed, which tends to 
occlude the urethral canal, and which involves the whole 
length of the urethra. This type is of slow growth and 
approximates to the scirrhus. In its later stages ulceration 
occurs in the vagina, urethra or vestibule. 

It will be noted, therefore, that in all types of growth the last 
stages are similar, and in an advanced neoplasm it is impossible to 
say whether it was originally vulvo-urethral or primarily urethral. 

Symptoms. The symptomatology of the condition is exactly 
what might be expected from the clinical features. The essential 
points are difficult, painful, and frequent micturition, associated 
with more or less hemorrhage, discharge and general constitutional 
change dependent upon the pain and loss of sleep involved thereby. 

The type of growth has a distinct bearing upon the symptoms. 
Thus, in the vulvo-urethral forms, the papillomatous growths give 
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rise to hemorrhage and pain as the predominant symptoms. The 
bleeding occurs quite apart from micturition, and has followed such 
acts as sneezing, coughing, etc. Pain is most marked in the ulcerat- 
ing types, either urethral or vulvo-urethral. It is most intense 
during micturition and frequently leads to voluntary distension of 
the bladder. The passage of a catheter naturally is attended with 
the most acute pain. In the later stages when ulceration has pro- 
gressed and the vestibule is extensively involved, the patient’s 
condition is most deplorable, for she can neither sit nor stand with 
comfort, and is forced to lie in the dorsal position with the thighs 
widely abducted. 

In the sclerosing types of the disease, the symptoms appear to be 
more purely of a mechanical nature. Pain and hemorrhage are 
slight until ulceration occurs, and the first symptom is difficulty 
in micturition. This is progressive, and in some cases complete 
retention is effected. In fact, this may be the first symptom that 
brings the patient under observation. These scirrhus forms are less 
rapid in growth and the prognosis after operation is better than in 
the papillomatous, polypoid and ulcerating types. 

Pathology. It is unfortunate that in many of the records of 
primary urethral carcinoma, the pathological appearances are not 
described in detail, and many otherwise good examples have to be 
rejected for this reason. The preponderating type of growth is 
undoubtedly a squamous-celled epithelioma. In the present series 
of cases are included 27 pure examples of this neoplasm, and two, 
which are described by the authors as a combination of epithelioma 
and columnar-celled carcinoma. Pure adeno-carcinoma is rare, and 
only 14 examples are included in the list. It originates in the peri- 
urethral glands, and is analogous to the prostatic carcinomata of | 
the male. Cases of this nature have been placed on record in this 
country by Battle? and Boyd.‘ 

Treatment. Whenever possible, wide excision of the urethra 
together with the inguinal glands should be practised. Although 
the latter are frequently uninvolved, sufficient cases are recorded to 
demonstrate the advisability of this procedure. When only the 
distal segment of the canal is affected it may be possible to leave 
sufficient mucosa to suture to the anterior vaginal wall. Even if 
the neck of the bladder is invaded and the sphincter must necessarily 
be sacrificed, in a few cases quite a good functional result is obtained, 
as recorded by Fritsch!! in Vevt’s Handbuch. In these advanced 
cases, however, it seems better practice to close the vulval wound 
completely and establish permanent supra-pubic drainage, as 
advocated by Battle? and McGill.?? 

Where operation is contra-indicated, as in the author’s case, 
resort must be made to such therapeutic agents as the cautery, 
radium or X-rays. 
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The Clinical Aspects of Extra-uterine Gestation. 


By S. Morton Mackenziz, M.A., M.B. (Cantab.) 


THIs paper is intended to review broadly the cases of extra-uterine 
pregnancy admitted into the London Hospital during the seven years 
1898—1905. It has been found impossible to obtain reliable accounts 
of many cases before 1898. The total number of cases dealt with is 
one hundred and fifty-five. This does not include all the entries 
in the Register, as some thirty cases have been rejected ; these thirty 
cases were not verified by operation and the physical signs were not 
considered sufficient to justify the diagnosis of extra-uterine 
pregnancy. 

Taking then these one hundred and fifty-five cases, it was found 
that in one hundred and twenty-three the diagnosis was confirmed 
by operation or in post-mortem examination. The remaining thirty- 
two presented the following symptoms. 


There was a history of amenorrhea followed by a discharge of 
blood from the vagina, accompanied by pain in the lower part of 
the abdomen. A lump could be felt in juxtaposition to the uterus 
and this lump diminished and got harder with rest. 


Of these cases 24 were cases of hematocele, 37 were tubal mole, 
8 were tubal abortion, 48 were ruptured ectopic gestation, 2 were 
unruptured tubal gestation, 1 was abdominal pregnancy, 1 was 
lithopeedion, and 1 was interstitial pregnancy. The total number of 
hematoceles is therefore fifty-six. 


Of the cases which were found to be ruptured, forty ruptured in 
the peritoneal cavity and eight in the broad ligament. 

The cases have for the purpose of this paper been analysed as 
closely as possible, in order to consider what importance may be 
attached to the clinical signs and symptoms. 


Age. The cases were spread out over almost all the child-bearing 
period, the youngest being nineteen and the oldest forty-four. 


It is found that a woman of twenty-eight is specially liable 
to this condition, nearly sixteen per cent. of the cases occurring in 
patients of that age. 
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Taking each five years— 


from 15—20 there was 1 case 07 per cent. 
» 21—25 20 cases 12°9 
” 26—30 ” 67 ” 43°2 


» 36—40 w» as 
” 41—45 ” 4 ” 25 ” 


Next, enquiries were made as to which year of married life 
carried with it the greatest liability to this complaint. No particu- 
lars as to length of time since marriage were obtainable in thirty- 
seven cases and the others are not of course necessarily true. For 


what they are worth they may be quoted for one hundred and 
eighteen cases. 


The most frequent was the sixth year with seventeen cases, or 
taking each period of five years— 


37 cases 
4 


Relation to previous pregnancies. It has been stated that extra- 
uterine pregnancy is more likely to occur in sterile women. This 
is not borne out in the one hundred and fifty cases in which par- 
ticulars were available— 


There was no previous pregnancy in 23 or 15 per cent. 


” 1 ” ” » 46 or 30 ” 
” 2 ” ” » OF or 26 ” 
3 ” ” » or ,, 
9 4 ” ” » lor 8 ” 
” 5 ” ” 
” 6 ” ” » 
” 7 ” ” » 4or 3 ” 
” 9 ” ” » lor 075 ” 
» 10 » lor 075 ,, 


Therefore the greatest liability attaches to one pregnancy and 
extra-uterine gestation is more likely to occur in a mother of a small 


family, since in eighty per cent. there was a history of three or less 
previous pregnancies, 


It has also been maintained that in the majority of cases, six or 
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seven years have elapsed since the last pregnancy. This is also 
not borne out in the one hundred and forty-nine cases available— 


as before 23 had had no children. 
1 year had elapsed in 17 


2 ” ” 36 
3 ” ” 1l 
4 ” 11 
5 ” ” 10 
6 ” 
7 ” ” 7 
8 6 
9 ” ” 6 
10 ” ” 2 
11 ” ” 2 
12 3 
13 ” ” 3 
14 ” ” 1 
15 ” ” 2 
17 1 
20 ” ” 1 


Hence it is noticeable that forty-two per cent. occur within two years 
of a previous pregnancy. 


Previous illness. It has long been maintained and is still by 
many German and American authorities,4?% that previous pelvic 
peritonitis and cellulitis predisposes to extra-uterine pregnancy. 

This theory was first put forward by Virchow! apparently from . 
post mortem evidence, and such evidence is probably the basis of this 
explanation. 

Such cases as came to the post mortem room were all found to 
have adhesions round the tube. It was naturally inferred from this 
that the adhesions were the cause of the condition. Now it is found 
from operative evidence that it is rare to find adhesions in any case 
in which no hemorrhage has taken place. What really occurs is 
that the hemorrhage causes the adhesions and the adhesions are the 
result and not the cause of the condition. Thus I find in one 
hundred and forty-six cases in which the history was enquired into, 
one hundred and six patients stated that they had no previous illness, 
twenty-three had had parametritis or perimetritis, two had had 
enteric, four rheumatic fever, one each, dysentery, abscess of breast, 
incomplete miscarriage, and ovariotomy. At the same time it is 
worthy of note that six certainly and one probably had had a 
previous extra-uterine pregnancy. 

We see that only sixteen per cent. had had any previous pelvic 
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trouble. From this it may safely be argued that previous pelvic 
trouble is not the invariable cause of extra-uterine gestation. 
Against this may be quoted the views of Opitz, who discusses 
twenty-three cases. He made serial sections of the part of the tube 
between the ovum and the uterus, and he found evidence of old 
salpingitis in all of them. This it must be remembered is micro- 
scopical evidence, and I am more nearly concerned with the clinical 
aspects. We may ask ourselves “ Shall we find on enquiring of the 
patient, that she has suffered from previous pelvic peritonitis in 
every case?” and the answer to that must be in the negative, since 
out of one hundred and forty-six cases only twenty-three or sixteen 
per cent. gave such a history. Still more in those cases which occur 
more than once in the series, should we expect to find a history of 
previous perimetritis or parametritis and yet in not one is this so. 


Symptoms. It is generally laid down® that the symptoms are 
as follows: A period is missed, irregular attacks of bleeding come 
on accompanied as a rule by spasmodic pain in the lower abdomen. 
These symptoms suggest a threatened abortion, and suspicion of this 
may be strengthened by passage of decidua. I propose to take up 
each of these symptoms in turn and to discuss their relative 
importance. 

First as regards the amenorrhea of the one hundred and fifty- 
five cases :— 

39 had had no amenorrhea. 
15 had not seen anything for 5 weeks. 


16 ” ” ” 
20 ” ” ” 7 ” 
27 ” ” ” 8 ” 
5 ” ” ” 9 ” 
7 ” ” ” 10 33 
1 ” ” ” ll ” 
11 3 months. 
2 ” ” 4 
1 ” ” 8 


” 


The large number without amenorrhea made some further inves- 
tigation necessary, and I find the particulars as to the exact condition 
are as follows :— 

Thirty-nine cases. 


13 Hematocele not verified by operation. 
9 Hematocele verified by operation. 

8 Ruptured ectopic pregnancy. 

8 Tubal mole verified by operation. 

1 Unruptured tubal pregnancy (No. 107). 


» 
i 
i 
33 4 
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We see that twenty-five per cent. had no amenorrhea at all. 
This, however, is not a large enough number to cast any doubt on the 
importance of that symptom, but it shows that the absence of it is 
not of sufficient importance to justify us in saying that a woman 
cannot have an ectopic pregnancy as she has been quite regular. 

As regards duration of the amenorrhea, it is seen that in one 
hundred and six cases in which it occurred the amenorrhea lasted 
eight weeks or less in seventy-eight cases, or 73°5 per cent. This 
point will be referred to later. 

As regards the pain. Of the remaining one hundred and thirty- 
eight cases, in seventeen cases no notes are available, in six cases, 
or four per cent., no pain occurred. Thus pain is a very prominent 
symptom. 

Character of pain. Of the one hundred and thirty-two cases in 
which pain occurred, it was found that in sixty-two cases no special 
enquiries were made as to the nature of the pain. 

Of the remaining seventy cases, in no less than sixty-four, or 
91'5 per cent., the pain was sudden in onset and soon passed off. 

Next as regards the discharge. In twenty-one cases the notes are 
unsatisfactory. In the remaining one hundred and forty-four 
cases, in nineteen, or 13°2 per cent., there was no discharge. 

The persistence of the discharge is as follows :— 


When the patient came under notice the discharge had lasted for: 
1 week in 14 cases. 
2 weeksin 14 


3» 6 
4 ” 19 ” 
5 ” 8 ” 
6 ” 10 ” 
7 ” 5 ” 
8 ” 8 ” 
9 5» 
10, 4 » 
12 ” 1 ” 
14 ” 1 ” 


As regards the nature of the discharge. It has been stated that 
the discharge has been found to be in cases of extra-uterine preg- 
nancy of a dark brown colour. In the cases under notice, in seven 
it is stated in the notes that the discharge was brownish— 


2 of these were hematocele, not verified by operation. 
2 were hematocele verified by operation. 

1 was a ruptured ectopic pregnancy. 

2 were tubal moles, verified by operation. 


As this question is not satisfactorily brought out in the notes, 
enquiries have been made among the sisters and nurses of the 
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gynecological wards of the London Hospital, and I am informed 
that though their attention had been drawn to the point by Dr. 
Herman, they consider there is nothing which in any way differen- 
tiates the discharge in these cases from that of other conditions. 

Of the nineteen cases in which no discharge took place, no less 
than sixteen were verified by operation to be extra-uterine pregnancy, 
while three were cases of hematocele. 

Next as regards decidua. This is a very important point as it 
has been maintained that the passing of a decidua is pathognomic 
of extra-uterine pregnancy. Cases7*®° have recently been published 
however, where decidua has been passed in many different conditions 
and among them of perfectly normal cases without any suspicion of 
pregnancy. 

Of the one hundred and fifty-five cases, in ninety-nine cases no 
especial note is made. In the remaining sixty-six cases in twenty- 
two it is definitely stated that nothing abnormal was passed, and in 
twenty-five a definite membrane. 

Of course to make certain microscopic examination of all clots 
would be necessary but this is almost impossible except in hospitals, 
and it is only in recent years that it has been suggested even there. 

Two cases in the series, however, present interesting features. 
In No. 122, a case of tubal abortion in which the foetus was found, 
a decidua was passed the day after the operation. In No, 163, in 
which a four months’ foetus was removed, a complete cast was passed 
thirteen days after the operation. 

The whole question, however, requires more minute examination. 
The above figures fairly suggest that the passage of decidua is 
associated with extra-uterine pregnancy, being found in twenty-five 
out of sixty cases, or thirty-eight per cent. The statement has been 
made,® however, that the decidua is passed when the foetus dies or 
false labour comes on. The above two cases suggest that this is not 
necessarily so. 

Now as to the relation of the chief symptoms to one another. 
Questions may here be asked, (1) Of what importance is the pain in 
this condition? (2) Has the discharge of blood from the uterus any 
relation to what is taking place in the tube ? (8) What is the cause 
of the discharge? 

It has been said that the pain is similar to uterine pain in labour 
and it is caused by the tube contracting on the foetus attempting to 
expel it. It is impossible to adduce any proofs of this, but it may 
reasonably be doubted whether the pain caused would be of such a 
severe nature as is found in this condition. The pain has also been 
said to be due to peritonitis. Now in one hundred and thirty-eight 
cases in the series there is a history of pain, while in only twenty- 
three was there any evidence in the history of peritonitis, and in only 
ten cases were any adhesions found at operation or post-mortem. 


| 


Mackenzie: Extra-Uterine Gestation 283 


It has also been suggested that the pain is due to the distension 
of the tube by the living fetus. Against this may be urged that the 
foetus grows gradually while the pain is sudden in onset. 

The most likely explanation is that the pain is due to hemor- 
rhage.!° Such pain would certainly come on suddenly. In these 
circumstances we should expect to find in an unruptured tubal 
pregnancy that there had been no pain. In one which was removed 
there was definite history of an attack of pain three weeks before, 
and in another case, which ruptured while in hospital, there was a 
history of pain for four weeks before admission. In only five cases 
of the series was there no pain, hence it may reasonably be supposed 
that the hemorrhage is the cause of the pain. It might be sug- 
gested that this hemorrhage in the tube is accompanied by some 
disturbance within the uterus which would be signified by discharge. 
Now five cases had discharge unaccompanied by pain. Fifteen had 
pain unaccompanied by discharge. Four had neither pain or 
discharge, and in twenty-one the notes are unsatisfactory. Of the 
remaining one hundred and ten cases, in forty-seven or 42°7 per 
cent., the pain and discharge came on simultaneously, in thirty-six 
or 32°7 per cent. the pain was antecedent to the discharge, while in 
twenty-seven or 24°6 per cent. the discharge began before the pain. 

It is therefore seen that in almost half, the pain and discharge 
were simultaneous in onset. These figures suggest the possibility 
of there being some connection between the two events. This 
naturally leads to the question “What is the cause of the discharge ?” 

Now we have seen in what a large number of cases a decidua is 
found and probably a decidua is formed in every case. This decidua 
unlike the decidua of intra-uterine pregnancy, serves no useful 
purpose, it has, so far as we know, no function. Hence it is reason- 
able to suppose that the uterus endeavours to get rid of this useless" 
membrane, and that attempts on the part of the uterus to expel it 
lead to some slight hemorrhage. Now as the decidua occupies such 
an unstable position, any accident happening in the neighbourhood 
will be likely to upset the equilibrium, and hence a small hemor- 
thage in the tube might act as a trigger and cause the uterus to 
attempt to expel the decidua. Against this it may be urged that 
so severe a shock as an operation in the neighbourhood should be 
sufficient to cause the uterus to expel the decidua. In the first of 
the following cases this occurred, but in the second the decidua was 
expelled thirteen days after operation. 

L.S. (Dr. Herman, 316/03), et. 37, married seven years, two 
children, youngest two and a half years, had seen nothing for eight 
weeks. She had had no discharge, but for the last month had attacks 
of pain which were sudden in onset and referred to the lower part 
of the abdomen. 

On examination the temperature was 98, there was no collapse, 
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breasts not active, nothing felt in abdomen, but per vaginam a 
swelling could be made out. 

Laparotomy was performed and a tubal abortion was removed. 
The dead fetus was found. Next day the patient passed a decidua. 
Convalescence was uneventful. 

E.B. (Dr. Herman, 1867/01.), wt. 27. Two children, the 
youngest six years old, came in with the following symptoms. She 
had seen nothing for eight months. One week before admission, a 
brownish discharge had commenced suddenly. On admission it was 
noted that the breasts were active. The temperature was 97 and the 
patient was collapsed. A swelling was palpable in the abdomen, 
rising out of the pelvis as high as the umbilicus. Per vaginam a 
swelling connected with the abdominal swelling could be made out 
behind and to the right of the uterus. 

Dr. Lewers operated on the case and a fetus of about four months 
was removed with its placenta. The exact relation to the tube 
could not be defined. 

Convalescence progressed satisfactorily, and on the thirteenth 
day a complete decidua was passed. 


Hence it will be seen that the decidua is not necessarily expelled 
at the death of the fetus. 


REPEATED Extra-UTERINE GESTATION, 

It is interesting to observe that no less than five patients appear 
twice in the series while one other had had a previous extra-uterine 
pregnancy. 

In conclusion, I wish to express my thanks to Dr. Herman, Dr. 
Lewers and Dr. Andrews for many valuable suggestions and for 
kind permission to make use of cases that have been under their 
care. 
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The Life-History of the Ovary. 


By J. Strrzine Youne, M.D., 
Late House Surgeon, St. Mary’s Hospital for the Diseases of Women 
and Children, Manchester. 


In considering any structural changes affecting the ovary, we must 
always bear in mind those due to physiological variations, produced 
as a consequence of the ovary’s peculiar life-history. As a result of 
ovulation, for instance, the organ is exposed to periodical tearing of 
its stroma, with the subsequent formation of corpora lutea, albicantia 
and fibrosa. Persistence or non-absorption of these corpora albicantia 
and fibrosa, replacing portions of the ovarian stroma, leads to the 
accumulation of scar-tissue characterized by a fine, non-vascular 
reticulum of connective-tissue. This scar-tissue, along with hyaline 
changes in the neighbouring blood-vessels, is frequently taken as 
indicative of pathological processes. 

Recently [ examined in detail 1382 ovaries, representative of 
various ages, namely, from birth to 79 years, recording their weights 
dimensions, and, for purposes of comparison, thickness of the blood- 
vessel walls. The method of measuring the thickness of vessel walls 
in these cases was as follows : — 

A scale was prepared in Indian ink from a standard stage micro- 
meter; and a camera lucida consisting of a neutral-tinted glass was 
fixed at an angle of 45° to the eye-piece of the microscope. The 
body and tube of the latter were placed in the horizontal plane, at . 
a distance of ten inches above the scale, which lay flat on the table. 
A lens was employed to direct convergent rays from an artificial 
source of light upon the scale, whose image could be seen on the 
real object to be measured. The total thickness of the two 
walls of a blood-vessel along any diameter was taken and compared 
with the whole diameter selected, thus: if AB and CD are the two 
walls chosen along the diameter A D, then 

AD Diameter 
AB+CD Total wall thickness. 
A vessel-index could thus be established which, however, applied to 
arteries and arterioles only, since veins showed no appreciable 
thickening of their walls. 

During the later period of intra-uterine life and at birth, the 
ovary is elongated and flattened in outline, but gradually becomes 
relatively shorter and thicker as age advances, until adult life is 
reached. In old age its volume is reduced to nearly one-half, due to 
atrophy and involution, and the organ frequently becomes elongated 
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again. The two poles of the same ovary often differ in contour, the 
tubal being rounded while the uterine pole tapers off on to the ovarian 
ligament, 

The dimensions of the healthy adult ovary in 141 cases averaged 
as follows: Length=3'6 cms. ; Breadth=2'1 cms. ; Thickness=1°3 ems. 
In length, variations were observed from 1°8cems. to 6cms.; in 
breadth, 1 cm. to 3°8cms.; and in thickness, ‘5cms. to 2}6cms. It 
was noticed while taking these measurements that the breadth of the 
two surfaces (measured from the “white line” to the convex free 
border), varied between 1 and 3 mm, in most instances. In 117 cases 
the inner surface measured less than the outer in 86 (73°5 per cent.), 
while it was greater than the outer in 21 cases (18°8 per cent.), and 
in 10 cases (8°5 per cent.) both were equal in breadth. 

In transverse section the ovaries of a newly-born infant and that 
of an adult differ in shape at the point where the mesovarium enters 
the ovary. In the infant the two surfaces of the ovary itself become 
folded in so as to form a distinct cleft, which is traversed by the 
mesovarium as it unites with the ovary; in other words, the hilum of 
these very young ovaries appears to be invaginated. 

The weight of the mature ovary varies from 2°5 gms. to 4 gms. ; 
when it exceeds 4 gms. general enlargement or the existence of cysts 
may be suspected. 

A network of shallow grooves marks the pale surface of the ovary, 
which, although smooth as a whole, exhibits a very slight waviness 
in addition. Deep sulci and furrows may occasionally be seen; also 
translucent or maroon-coloured rounded eminences, which are retro- 
gressive cystic follicles or corpora lutea situated at the surface. 

The primordial follicle zone may occasionally be seen, by the 
naked eye, as a pale marginal zone about 1mm. in depth, and is 
sometimes referred to as the parenchyma or cortex of the ovary. This 
zone is frequently, but erroneously, referred to as the tunica 
albuginea, which occupies less than a quarter of its extent; moreover, 
the albuginea cannot be detected by the unaided eye. 

The germinal epithelium may be absent over comparatively large 
areas of the surface of the ovary, for it is easily rubbed or washed off. 
In the furrows and other protected situations the cells are frequently 
heaped up to five or six rows in depth. In shape these cells may be 
columnar, cubical, tall and slender, or merely flattened squamous 
outlines. In young subjects large, round cells may sometimes be 
seen in the layer of surface epithelium, and, according to one view, 
give rise ultimately to primordial follicles. In one or two cases 
examined the germinal epithelial cells were distinctly vacuolated. 
While it is difficult to preserve the germinal epithelium in situ after 
sectioning ovaries, there is little doubt that under normal conditions 
this epithelium remains unaltered at the climacterium; in one 
instance I noticed that it was present in the form of regularly 


I 
| 
id 


Young: History of the Ovary 287 


arranged cubical cells at the age of seventy years. A curious effect 
upon germinal epithelium was noticed, probably from pressure by 
thin sero-fibrinous deposits, namely, alteration in size and angle of 
inclination from the vertical to the horizontal planes of the columnar 
variety of cell. Columnar germinal epithelium, instead of standing 
erect or at right angles to the basement membrane, inclined gradually 
over to the right or left of the vertical position, each cell slanting a 
little more than its neighbour, until those cells farthest removed from 
the vertical become parallel to the basement membrane, i.e., lay 
sideways upon it. It is not unlikely that these germinal epithelial 
cells, which appear like squames, take origin in this manner. I saw 
no instance of ciliated germinal epithelium at the time of ovulation, 
and, although this condition is generally denied, it does not seem 
unlikely for it to occur, since germinal epithelium may become 
changed in order to take on a new function. Change of function is to 
be observed in those cases where small surface-cysts, frequently 
containing fluid, are lined entirely by germinal epithelium. They 
are formed by invagination of the surface bearing this same 
epithelium, and are apparently confined to the outer portion of the 
parenchymatous zone. These cysts, after becoming round in shape 
(for they are often irregular) may easily be confounded with cysts 
of degeneration of the smaller follicles. In both, the lining epithelium 
is similar, namely, more or less cubical. It is almost impossible to 
detect the difference between one of the invagination-cysts and a 
follicle having undergone small-cyst degeneration. Inclusion-cysts 
of a similar character occur between sero-fibrinous adhesions and the 
surface of the ovary. The epithelium lining this variety is derived 
either entirely from the germinal epithelium, or from both germinal 
and endothelium, the latter usually lining that portion of the wall 
of the cyst formed by the said adhesions. Both invagination and 
inclusion-cysts should take their place in the category of the ovarian 
cystic formations. 

At birth I generally found that the stroma immediately under 
the germinal epithelium was denser in some parts than in others, 
but showing little or no parallel arrangement of the fibres. At 
puberty, these connective-tissue fibres may be seen in two or more 
layers running parallel to each other, but becoming lost to view in 
consecutive fields of the microscope owing to their change of course 
and direction. There is much variation in the number of these 
parallel layers of connective-tissue, for in the same organ one to four 
or five may be seen running in the same direction, or, rarely, on the 
other hand, none at all. The commonest distribution is for one 
layer to run parallel to the surface, either just below the germinal 
epithelium, in which case the fibres are packed closely together 

_ and poor in cells, or are ‘04mm. to ‘06mm. distant from it. Fre- 
quently both these layers are present; and running between them at 
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right angles is an intermediate layer. In cases where three or more 
parallel layers are noticed, the parallel distribution of fibres can 
only be traced for a very short distance, the innermost becoming 
lost to view in the general stroma of the parenchymatous zone or 
cortex. Still another set of connective-tissue fibres is noticeable 
(generally in older ovaries), in which the fibres are shorter, and 
run out towards the surface; by the fusion of these with fibres 
running in other directions nodes are formed which add materially 
to the strength of the albuginea as a whole. As a result of the 
estimation of its approximate thickness (its precise inner limits 
being indeterminable), the albuginea showed a variation between 
‘03 mm. and ‘3 mm. in this series. 

One rarely found that the cortical zone itself exceeded 1°5 mm. 
in depth; and, as the tunica albuginea is nothing more than a 
modification of the connective-tissue in the outermost portion of the 
parenchymatous zone, due to age influences, I consider that it pers 
never exceeds ‘5 mm, in depth. 

A rapid increase in thickness of the albuginea occurs in the first 
20 years of life; afterwards it remains about the same for the next 
20 years; then it gradually shows an increase again up to between 
50 and 60 years of age. It then decreases from atrophic changes, 
and seldom shows definite parallel distribution of its fibres. The 
average thickness in 107 cases for all ages between 16 and 70 years 
of age I calculated to be ‘11mm. Four of the 107 cases examined 
possessed a tunica albuginea exceeding ‘17 mm., and 47 exceeded 
‘lmm. Two of these 47 cases had been diagnosed as chronic ovaritis, 
but examination proved them to be cystic ovaries without evidence 
of inflammation. 

In a large number of sections of healthy ovaries I found 
primordial follicles to be scarce, while retrogressive changes in older 
Graafian follicles were exceedingly common. It was interesting to 
note that one primordial follicle contained two ova. Primordial or 
resting follicles possess, as a rule, one layer of flattened cells as a 
wall-lining, whereas the commencement of follicular activity is 
marked by the layer of cells, now cuboidal in shape, becoming two 
rows deep. Before menstrual life is entered upon there are occasional 
instances to be noticed of primordial follicles disappearing. I have seen 
Cicatrices, indicating the site of a previously existing follicle, which 
had been absorbed by young connective-tissue cells and leucocytes. 
Although there is a marked diminution in the number of primordial 
follicles after the menopause, some may still persist even in old age, 
though rarely so. One case showed, at the age of 70, an occasional 
apparently healthy primitive follicle among others which were de- 
generated and undergoing absorption. In the neighbourhood of 
recent corpora lutea fatty changes often occur in the ovum; yet 
quite healthy follicles may be seen in the vicinity of corpora albicantia. 
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Between the theca interna of the Graafian follicle and the cells of 
the membrana granulosa, a definite membrane is distinguishable, 
which acts as a basement membrane for the latter; the cells of the 
first row of the granulosa are situated upon it and are chiefly cuboidal 
or low columnar in character, and contrast with the rest of the cells, 
which are ovoid in form. 

White fibrous tissue forms the main bulk of the parenchymatous 
zone, and contains some elastic fibres; capillaries and larger blood- 
vessels are scanty. Owing to the presence, here and there, of mature 
Graafian follicles, corpora lutea, and albicantia, together with 
follicles undergoing cystic changes, this zone is encroached upon or 
obliterated in these situations; and conversely, in areas in which 
such are absent, the stroma is correspondingly increased in thickness. 

In the deeper portion of the zona vasculosa, and in the neighbour- 
hood of corpora albicantia, the arteries possess walls which, relative 
to the size of the vessel, appear much thicker than those in the rest 
of the stroma. From puberty up to the menopause the arterioles 
show a definite increase in wall-thickness in the parenchymatous, 
vascular and hilar zones. Sometimes changes, resulting in consider- 
able narrowing of the lumen, are met with at about the time of onset 
of first menstruation; while the same, together with complete 
obliteration is noticeable after the age of 35. These vessel-changes, 
sometimes referred to as “obliterative arteritis,” are invariably 
accompanied by advanced retrogressive changes in the neighbouring 
corpora lutea. In such instances the hyaline degeneration of blood- 
vessel walls, with diminution of their nucleated cellular elements, 
are as much a physiological process as are the stages of retrogression 
of the corpus luteum. Excepting those instances where a new vessel 
is formed inside the lumen of an old, functionless blood-vessel, those . 
degenerated vessels merge into, and become incorporated with the 
corpora albicantia formation. As a result of this fusion, the 
dimersions of the corpora albicantia and fibrosa are undoubtedly 
increased. Closely resembling these physiological changes are those 
described in anaio-dystrophia ovarit. 

The connective-tissue, which is said to be increased in chronic 
ovaritis, varies very much in amount normally. The small scars, 
produced by the rupture of mature Graafian follicles; the final 
products of retrogression or organization of the corpora lutea, which 
constitute corpora albicantia and fibrosa; together with those 
obliterated hyaline vessels, many of which become incorporated with 
the corpora albicantia and fibrosa, afford us an example of the amount 
of connective tissue irritation, which is produced by the process of 
ovulation. Add to this, menstrual congestion and hyperemia, result- 
ing from other vascular disturbances, such as gestation and mal- 
positions of the ovary from bands of adhesive pelvic peritonitis, and 
we then get the appearances variously described as the sclerotic, 
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sclero-cystic (that is, sclerosis with small-cyst degeneration, or, 
sclerosis with lutein cysts), and the cirrhotic ovary. The connective- 
tissue of the ovary, with the aid of leucocytes, is capable of removing, 
in time, a great portion, or even all traces of the existence of a 
Graafian follicle. This accounts for our not being able to trace in 
the two ovaries of a subject the exact number of corpora lutea, 
albicantia and fibrosa corresponding to the frequency of ovulation 
from its onset. Upon the rate of absorption, therefore, depends the 
number of retrogressive corpora albicantia and fibrosa one can find : 
if it is slow, the ovary of a middle-aged subject will reveal a sclerotic 
or cirrhotic condition; if active, on the other hand, we may fail to 
find traces of more than one or two retrogressive corpora lutea as a 
result of all these physiological changes. All that may remain of a 
previously existing corpus luteum are ribbon-shaped, tortuous bands 
of fine connective-tissue. Other bands occur more or less straight 
in direction, and frequently terminate in a leash of fibres which may 
closely resemble connective-tissue of true inflammatory origin. The 
amount of connective-tissue in the ovary cannot very well be estimated 
for purposes of comparison, as has been done in the case of the uterus, 
the reasons being that ovulation produces a continual alteration, and 
that the rate of absorption of the retrogressive products is so variable. 

Round-celled infiltration may occur normally around the larger 
vessels, and also in the stroma in the vicinity of the corpus luteum. 

The foregoing phenomena, and, especially, marked changes in 
vessels, secondary to retrogressive processes in the corpus luteum, 
and the formation of what may be termed cicatrices (in the form of 
corpora albicantia and fibrosa), have not yet been sutticiently recog- 
nized by the majority of observers as being due to purely physio- 
logical causes. Now, the so-called chronic ovaritis usually described, 
does not present appearances sufficiently convincing to distinguish it 
as an inflammatory condition; or, if so, all traces of it are removed 
comparatively early by the same agency which causes the disappear- 
ance of a large number of corpora albicantia and fibrosa in health, 
namely, the invasion by the connective-tissue cells of the ovarian 
stroma. Chronic idiopathic or primary chronic ovaritis, to my mind, 
does not exist, tubercle and syphilis excepted—both very rare 
conditions. All inflammations of the ovary are secondary to uterine 
or tubal lesions or acute infections, toxic diseases, etc. Definite 
increase in the connective-tissue—over and above that which occurs 
within normal limits—is probably due to true hypertrophy or 
hyperplasia, rather than to chronic inflammation. 
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SELECT CLINICAL REPORTS. 


Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


A Case of Gangrene of the Vagina. 


By Marx Linpsey, M.R.CS., L.R.C.P. 
Asst. Res. Med. Officer, Royal Waterloo Hospital. 


L.D., age 35 years, was admitted to the Royal Waterloo Hospital 
under the care of Dr. Gow on July 2lst 1911, complaining of 
“bleeding and abdominal pain.” 

I wish to thank Dr. Gow for his kind permission to publish this 
case. 

Previous pregnancies 8, children 6, the last in March 1909. 

In January 1910, after 6 weeks’ amenorrhea, a hydatidiform 
mole was passed. There has been no pregnancy since. 

Menstruation began at 12, always irregular, varying from 4 to 6 
weeks, duration 2 to 3 days, amount scanty. Some pain before the 
flow, relieved when flow was established. 


History of present illness. 

The patient continued in her usual health until the 16th of July 
1911, when profuse hemorrhage occurred together with the passage . 
of clots. The bleeding was so severe that she called in her private 
doctor. On making a vaginal examination he states that “very 
copious hemorrhage resulted.” The patient was therefore trans- 
ferred to this hospital. 

The following notes were taken shortly after her admission. 

The patient looks emaciated and markedly anemic. Temperature 
102°2° F., pulse-rate 100 per minute, respiration 40. 

Urine was of average quantity, sp. gr. 1020, acid, and contained 
no albumen or sugar or pus. 

The breasts do not look active but some clear secretion can be 
expressed. 

Rising out of the pelvis and extending mainly to the left of the 
middle line is a tender and rounded resistance, the upper limit of 
which reaches to 3} inches above the symphysis pubis. 


Per Vaginam. The vagina contains an offensive purulent- 
looking discharge. Cervix is low down, deeply lacerated on the left: 


ft 
| 
3: 
3 
‘ 


292 Journal of Obstetrics and Gynecology 


side. Texture somewhat soft. Apparently attached to the posterior 
and left sides of the cervical canal is a soft mass, the size of a walnut. 

On examination with the speculum the mass is seen to be almost 
black in colour and apparently gangrenous. 


On bi-manual examination the mass felt per hypogastrium is 
identified as the body of the uterus, which is somewhat bulky. In 
the situation of both broad ligaments there is tender resistance. 

After admission the patient’s condition improved, and on July 
25th the temperature had fallen to the normal, and the pulse rate 
to 90. On the following day, however, the temperature rose suddenly 
to 105° and was accompanied by a rigor. She was the same day 
placed under an anesthetic and examined by Dr. Barris. The 
posterior lip of the cervix and the posterior vaginal wall in contact 
with this over an area having the diameter of about one inch 
appeared to be gangrenous. The uterus was somewhat bulky. Any 
further examination, however, was rendered impossible on account 
of sudden profuse hemorrhage from the gangrenous area. The 


bleeding was controlled by plugging the vagina with strips of sterile 
gauze. 


Nature of the infecting organism. 


Films were prepared and showed masses of micrococci arranged 
in clusters. On cultivation the growth was found to consist of 
staphylococci and streptococci (pyogenes). No other organisms 
could be detached in either films or on culture. 


The presence of organisms was not shown in microscopic section 
of the gangrenous area. 


Treatment adopted. 


In addition to the ordinary methods the special methods of treat- 
ment adopted were large quantities of saline injections per rectum, 
irrigation of the vagina with cyllin and hydrogen peroxide douches, 
and the administration of a vaccine. The variety used was the 
polyvalent streptococcal, and the dosage on each occasion was one 
million organisms. 


Further course of Case. 


July 27. Tworigors. Temperature 104°. Pulse rate 110. 

July 28. Temperature 103°. Rigor. Pulse 130. Plugging 
removed under an anesthetic. No bleeding 
occurred. Gangrenous area had not increased. 

July 29. T. 101°8°. Rigor. Pulse 120. 

July 30. T. 106°4°. Rigor. Pulse 140. Profuse purulent 
discharge. 
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July 31. T. 100°. Pulse rate 120. Vagina examined. Gan- 
grenous area involves the whole vaginal cervix 
and all fornices. 

August 1. T. 105°4°. Rigor. Pulse rate 130. 

August 2. T. 1066°. Rigor. Pulse rate 154. Sudden profuse 
and spontaneous hemorrhage during the act of 
defecation. Bleeding controlled by plugging. 

August 3. T. 102°. Pulse 140. Gauze removed, followed by 
another profuse hemorrhage, this was controlled 
by plugging. 

August 4. 1T.104°. Rigor. Pulserate130. Plugging removed. 
no hemorrhage. 

August 7. TT. 103°8°. Pulse 130. Another spontaneous hemor- 
rhage controlled by plugging. Gangrenous area 
now extended over the upper half of the vagina. 
Signs of bronchitis, 

August 8. TT. 103°. Pulse 138. Plugging removed followed by 
further hemorrhage. ‘The patient was by this 
time profoundly anemic. 

August 9. T.101°4°. Pulse 124. Another vaginal hemorrhage. 
Vagina replugged. Bleeding controlled only after 
great difficulty. Gangrenous area had by this time 
extended to the vulval orifice. 

Patient died at 4 p.m. 


Post-Mortem Report. 

There were signs of a generalised peritonitis. The peritoneum 
was infected and the abdominal cavity contained about a pint of 
a turbid greenish fluid. The pelvic peritoneum was almost black 
in colour. The pelvic contents were removed en masse (see the 
accompanying photograph). 


Description of the parts removed. 

The uterus, vagina and bladder have been laid open on their 
anterior aspect. The entire vagina is represented by a ragged 
ulcerating surface, almost black in colour, and extremely friable. 
The whole cervix is in a similar condition. .The body of the uterus 
appears slightly enlarged. Its surface is smooth, the wall about 
1 inch thick. The cavity is somewhat dilated, otherwise the body is 
healthy. The Fallopian tubes and ovaries of both sides show no 
abnormality. There is no recent corpus luteum in either ovary. 

The cellular tissue of both broad ligaments is thickened and 
forms a mass the size of a walnut. This induration is continuous 
with the gangrenous cervix, and on being incised is seen to be 
necrotic. 


The bladder appears natural. 


& 


294 Journal of Obstetrics and Gynecology 


Microscopic section from the gangrenous vaginal wall shows the 
section is made up entirely of blood clots, and a few strands of very 
degenerate connective tissue. 

Microscopic section from the uterine wall above the level of the 
gangrenous area shows at one edge a mass of blood clot. Beneath 
this are bundles of fibrous tissue and unstriped muscle, the cells of 
which are extremely degenerate, and take the stain badly. The 
bundles are widely separated from one another by areas of hemor- 
thage. There is no marked degree of round-celled infiltration. 
There is also no microscopic evidence as to the original cause of the 
condition. No signs of any malignant growths are present, nor are 
there any cells present which would suggest a recent abortion. 

The first abnormal symptom which the patient mentions in her 
history is an excessive bleeding. At the time of admission the 
uterus was distinctly enlarged. 

When first seen the most striking sign was a gangrenous spot 
on the inner aspect of the cervical canal. This gangrenous patch 
spread downwards on to the vagina, and deeply into the cellular 
tissue, opening up the uterine artery and thus causing death from 
hemorrhage and septic infection. 

Although the history does not say so, it seems most probable 
that the starting point of the trouble was a septic wound in the 
cervix probably caused by an attempt to procure a miscarriage. It 
is difficult to account for the condition under any other supposition. 
The size of the uterus on admission was consistent with the notion 
that she had recently miscarried. 

A gangrenous condition of the cervix and vagina is occasionally 
seen as a result of septic infection after full-time delivery, the 
trouble then no doubt starting in a cervical wound. Apart from 
this condition and sepsis following injuries inflicted on the cervix 
under the circumstances suggested above, progressive gangrene of 
cervix and vagina is practically unknown. 
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A Case of Ovarian Pregnancy : Probably Bilateral. 


By Earpiey M.D. 


Ir may be stated at once that this specimen of ovarian pregnancy 
has no more than an anatomical value, as being an undoubted 
example of imbedding and development of the fertilized ovum 
within the ovary; it contributes in no way to our knowledge either 
of the site of imbedding, or of the subsequent mode of develop- 
ment of the ovum in this variety of extra-uterine pregnancy. 
Further, the authenticity of the specimen rests on the fact that the 
gestation sac is completely encapsulated by ovarian tissue; additional 
criteria, such as the condition of the corresponding tube and the 
relation of the ovarian ligament are obviously unnecessary. Further- 
more, the case has an additional, and a still greater, interest asso- 
ciated with a peculiar structure found within the blood-clot from 
a recently ruptured follicle in the opposite ovary. 

I wish gratefully to acknowledge my indebtedness to Dr. John 
Phillips, under whose care the patient was, for permitting me to 
publish these notes. 

Clinical history. The patient, aged 40, had been married for 
twelve years; she had never borne children but had miscarried once, 
nine years before the present pregnancy. She was admitted to 
King’s College Hospital in March 1909. In October 1908, after a 
period of six weeks amenorrhea, she was suddenly seized with severe 
abdominal pain, accompanied by uterine hemorrhage. She went to 
bed and in fourteen days was sufficiently well to get up; after three 
days she had another attack which compelled her to return to bed 
for a few days. Throughout the following December, January and 
February she menstruated regularly and, except for a constant slight 
blood-stained discharge, was quite well. On March 6th, she had a 
third attack and her doctor sent her into hospital with a diagnosis of 
extra-uterine gestation. On March 20th, Dr. John Phillips opened 
her abdomen: some recent blood-clot was found in Douglas’s pouch 
and the right ovary, considerably enlarged and adherent to the 
posterior surface of the right broad ligament and to the floor of the 
pelvis, was removed without much difficulty though, when the ovary 
was pulled from its bed, there was brisk hemorrhage which ceased 
immediately the broad ligament on either side of the enlarged ovary 
was clamped. The left ovary, which was in its proper place and 
was not enlarged, had on its posterior surface a small rent, from 
which blood was oozing and through which a small clot was protrud- 
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ing. This was evidently a recently ruptured Graafian follicle; the 
clot was expressed and the oozing controlled by two deep sutures. 
The patient made a straightforward recovery. 

Description of the specimen. The specimen consists of the 
enlarged right ovary to which is attached part of the mesosalpinx 
and Fallopian tube. The ovary forms an ovoid swelling and 
measures 6'3 cms. in its greatest, and 4°5 ems, in its least, diameter. 
Its external surface, except for an irregular opening on the anterior 
aspect, is smooth and of a bluish-grey colour, very similar to the 
colour of a simple cystadenoma. On the anterior surface, just 
beneath the hilum of the ovary, is a large opening through which 
projects old blood-clot: this is where the ovary was adherent to the 
pelvic peritoneum and is the site of rupture of the gestation sac. 
On the outer pole of the ovary is the ovarian fimbria. These appear- 
ances are seen in Fig. I. After having been hardened in formalin 
the ovary was bisected and the cut surface seen in Fig. II. was 
revealed. A capsule, consisting of tunica albuginea and of stretched 
ovarian tissue, encloses blood-clot, in the midst of which lies the 
gestation sac. A complete section, parallel to the cut surface and 
one-quarter of an inch in thickness, was removed for embedding in 
paraffin and was cut in several sections. Fig. III. is a photo- 
micrograph of one such section. 

(a) The Capsule. The capsule, which is continuous and complete 
except at the point of rupture, is composed of the stretched ovary. 
Its thickness varies at different parts; it is thickest at the pole 
remote from the hilum, and here several follicles, primordial ova 
and corpora albicantia are met with; at other parts it consists merely 
of the tunica albuginea and a few underlying connective tissue 
fibres. This complete capsule of ovarian tissue is the absolute 
evidence upon which the authenticity of the specimen rests. Where 
the ovarian tissue and blood-clot are in contact, no special structure 
denoting lutein or decidual cells is apparent. In fact, a disappoint- 
ing feature of the specimen is the lack of fine histological details 
(except in the ovarian tissue) owing to autolytic changes. It is only 
natural that such changes should have occurred when it is recollected 
that the specimen was not removed until five months after the 
patient’s first attack of pain and hemorrhage, when, it may be 
assumed, the connections between the ovum and its site of implanta- 
tion were originally disturbed. 

(b) The blood-clot. This is mostly pale in colour and laminated, 
and is evidently the result of recurrent hemorrhages which gradually 
distended the ovary. There are some dark-red areas of recent 
hemorrhage situated, for the most part, near the point of rupture. 
Scattered throughout the clot are a few degenerated villi, greatest in 
number near the thick part of the capsule. 

(c) The gestation sac. This is shrunken and collapsed and 
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consists of a well-marked chorionic membrane with remnants of 
trophoblast; within this, and joined to it by an amnio-chorionic 
pedicle, is part of another membrane, evidently the amnion. No 
embryo was found, and the only trace of it was a little amorphous 
material within the gestation sac. 

The Clot from the left Ovary. The left ovary was normal in size 
and in position: it lay nowhere near the enlarged right ovary and 
was far removed from the small amount of blood-clot which, at the 
time of operation, lay in the bottom of Douglas’ pouch. These 
points are emphasised because it may be suggested, falsely, that this 
clot from the left ovary is derived in some way from the right ovary 
or from the hemorrhage which proceeded from it. At the time of 
the operation oozing was noticed to be proceeding from a small rent 
on the surface of the left ovary, and, from the same rent, some blood- 
clot was protruding. This was, it seemed certain, a recently ruptured 
Graafian follicle. The clot was gently expressed from the cavity 
underlying the rent and was preserved for examination. The rent 
itself, to stop the oozing, was closed with two deep sutures. It 
seemed likely that this clot might contain remnants of the shed 
membrana granulosa and even, perhaps, the freshly-shed ovum so, 
merely from curiosity, I embedded it in paraffin and cut it into 
serial sections. 

I was rewarded by finding the remarkable structure shown in 
Fig. IV, Nos. 1-11. ‘This structure ran through eleven sections and 
undoubtedly consists of plasmodial trophoblast. I think it was 
mutilated during the expression of the clot from the follicle and that 
the two fragments of which it is now composed formed originally 
a single structure. It is obviously impossible now to reconstruct it 
from the sections, and the drawings in Fig. IV. describe it better 
than any words. In section No. 4 is seen a central cavity within a 
piece of plasmodium which, in proximal and distal sections appears 
crescentic in shape. It seems probable, also, that the crescentic 
pieces of plasmodium on the right-hand side of sections 2, 3, 4, 5 
and 6 and continued throughout sections 7, 8, 9, 10 and 11 formed 
originally a hollow vesicle. 

In another series of sixteen sections another very different struc- 
ture was found, separated from the sections containing the plasmo- 
dial structure by six blank sections; it is composed of a strip of 
closely packed polygonal cells. Nos. 12 and 13 are drawings from 
two of the sections. I believe ‘hat this latter structure is part of 
the shed membrana granulosa of the follicle; possibly, it is tropho- 
blastic or part of the embryonic ectoderm of an early ovum. Dr. 
Arthur Keith, who kindly examined the sections, writes: “I am 
sure it (the plasmodial structure) is embryonic tissue and am pretty 
certain it is not an embryo but a tag of syncytial trophoblast; where 
the embryo may be I cannot say. The other mass I am also inclined 
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to look on as trophoblastic but you may be right in regarding it as 
part of the lining of a Griafian follicle.” 

What is the significance of this plasmodial structure? The 
following alternatives are offered :— 


(1) It represents an early developing ovum. If this be correct 
it stamps the case as a unique one of bilateral ovarian pregnancy, 
the pregnancy in the left ovary being obviously of an earlier period 
of development than that in the right. The occurrence of such a 
pregnancy was possible for the patient had lived a “ married life” 
during the two months preceding her »dmission into hospital, 2.e., 
during the quiescent stage of the pregnancy on the right side. 

(2) It represents an ovum which has undergone some mode of 
division of which we are at present ignorant and due possibly to a 
mechanical or a chemical stimulus, as originally described by Loeb 
in the ova of sea-urchins. 


(3) It is plasmodial tissue deported from the right ovary. An 
objection to this is its recent and fresh condition as compared to the 
few degenerate and necrotic remnants of trophoblast found in the 
right ovary. Furthermore, it is almost fantastic to suppose that 
plasmodial fragments joining the blood-stream from the right ovary 
would ultimately find their way to the left ovary. 


The most reasonable of these three alternatives seems, to me, to 
be the first. 


DESCRIPTION OF FIGURES. 


Fic. I. Anterior surface of the right ovary. Part of the tube and 
mesosalpinx are attached to the superior border; immediately beneath the 
two cut edges of the anterior and posterior layers of the broad-ligament, 
which unite as they pass outwards to form the infundibulo-pelvic fold, is the 
site of the rupture ; below this is the terminal portion of the ovarian fimbria. 


Fic. II. Cut surface, seen on bisection of the ovary. A capsule of 
stretched ovarian tissue encloses blood-clot, in the centre of which lies the 


gestation sac. The clot is mostly pale and laminated, but there are also dark 
areas of recent clot. 


Fic. III. Photomicrograph of a section through the whole ovary, 
corresponding very nearly to the cut surface seen in Fig. II. The capsule of 
ovarian tissue is thickest in the upper part of the figure where a mature follicle 
is seen. The gestation sac is shrunken and completely enclosed by the 
chorionic membrane ; the amnion is incomplete, and the amnio-chorionic 
stalk is seen uniting it to the chorionic membrane. (x 3%). 


Fic. IV. Plasmodial structure found in blood-clot expressed from 
recently ruptured follicle in the left ovary. Nos. 1 to 11 are drawings from 
the eleven consecutive serial sections in which the structure was found. The 
structure has doubtless been broken during the expression of the clot, and the 
two separate portions in which it now appears formed originally, in all 
probability, a single structure. Nos. 12 and 13 are drawings of two sections 
which showed a very different structure to Nos. 1 to 11. This structure ran 
through sixteen sections and is composed of a collection of cells with large 
nuclei; the series of sections in which it was found was separated from the 
sections showing the plasmodial structure by six blank sections. 
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A Case of Chorion-Epithelioma of the Fallopian Tube.* 


By Mites H. Putuirs, B.S., F.R.C.S. 
Surgeon to Jessop Hospital for Women, Sheffield. 


C.0., aged 28, was admitted to the Jessop Hospital on August 22nd 
1908. Her third and last child had been born seventeen months 
previously. It had been weaned at the expiration of ten months. 
Two months later menstruation recommenced ; profuse losses, lasting 
8 to 10 days, had occurred every three weeks since. For five months 
there had been constant pain in the back and across the lower 
abdomen. Three attacks of severe abdominal pain and tenderness 
had kept her in bed for two and three weeks at a time. She did not 
think she was pregnant, nor had anything occurred during the 
illness to suggest a miscarriage. 

On admission, she was a pale, thin but fairly well-nourished 
woman. A free menstrual loss existed during the first ten days after 
admission, and each night the temperature rose to about 99°2°, the 
pulse rate being below 90. 

On bi-manual examination the uterus was found to be slightly 
enlarged, tender and but slightly mobile, whilst on each side of it 
there was an irregularly ovoid, fixed, tender swelling, the left being 
the larger. 

A diagnosis of subacute endometritis with bilateral salpingo- 
ovaritis was made and a course of appropriate treatment ordered. 

On September 12th, bi-manual examination was followed by an 
attack of severe abdominal pain, which, however, only lasted an 
hour or two. At this time the swelling on the right was distinctly 
smaller, the uterus was more mobile and the pelvic tenderness much 
less. A week later, during the night, a more severe attack occurred ; 
the patient vomited, but did not feel faint nor was the pulse rate 
accelerated. Next day, the left-sided swelling was found to be 
larger, and there was a sense of fulness in the pouch of Douglas. 
The diagnosis was now altered to that of a left tubal gestation, which 
was leaking or in process of aborting. On September 2lst, the 
abdomen was opened, and the left tube was found to be enlarged, in 
its inner half, forming a cylindrical swelling 3} inches long and 1} 
inches in diameter. Bright blood was oozing from a minute opening 
on its posterior aspect, near the uterus. The outer portion of the 
tube was healthy and the ostium patent; there was a small cyst at 
the fimbrial extremity. 


* Communicated to the North of England Obstetrical and Gynecological Society, 
March 17, 1911. 
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There was recent blood-clot in the pouch of Douglas and in the 
utero-vesical pouch, in all about a teacupful. The right tube was 
edematous but otherwise normal. The ovaries were healthy, and 
the uterus showed a slight general enlargement. 

The left tube was excised on the supposition that it contained a 
molar pregnancy. A small nodule of adherent blood-clot was picked 
off the peritoneum covering the bladder on the right side; an oozing 
surface was left; this was covered by sewing a fold of peritoneum 
over it. The true significance of this oozing surface was unfortu- 
nately not realised until later. 

Examination of the tube showed that the outer part (3°75 cm.) 
was normal and its lumen patent. The inner part was enlarged to a 
cylindrical hard mass, measuring 8°75 cm. in length by 3°75 cm, in 
diameter. The surface was slightly nodulated at one place. On 
section, it appeared to consist of organising blood-clot; there was no 
sign of a gestation sac. (See Fig. 1.) Microscopical examination of 
peripheral portions of the tumour showed typical chorion-epithelio- 
matous tissue deeply invading the wall of the tube. No chorionic 
villi were found in the portions examined. 

The uterus was therefore explored and curetted, but pnly,a thin 
mucous membrane was found. The curetting on i ec 
examination showed no decidual or chorion-epitheliomatous tissue. 

Rapid recovery followed these operations, but the patient did not 
regain her strength and colour. At one time she had a cough with 
blood-stained sputum, but no physical signs of growth in the lungs 
were ever found. The pelvis was examined bi-manually from time 
to time, but it was not until November 2nd, more than six weeks 
after the first operation, that it was certain that there was a recur- 
rence in the left broad ligament; on the same day an ovoid elastic 
nodule, of purplish colour, was found in the anterior vaginal wall. 
There had been no sign of this five days previously. 

With some difficulty the patient was persuaded to submit to a 
third operation. 

On opening the abdomen (Nov. 7th) a tumour was found at the 
root of the mesentery of the small intestine. It was nodular, of 
about half the size of one’s fist, and was taken to be a mass of 
enlarged lymph glands. It was obviously impossible to remove it 
and unwise to remove a portion for examination. 

Total hysterectomy with removal of the healthy right appendages 
and the left ovary was then performed. No special difficulty was 
experienced in excising the recurrent mass of growth (1} x1} x1} 
inches) in the left broad ligament. (See Fig. 2.) 

A nodule was also removed from the upper wall of the bladder, 
at the site of the oozing surface which was seen at the first operation. 
It was deeply seated in the muscular coat, but did not involve the 
mucous membrane which was exposed beneath it. This wound and 
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Fig. 2. 


Photograph of uterus (posterior aspect) which has been split open, 
with the normal right appendages and the recurrent mass (surmounted 
by the ovary) in the left broad ligament. <A portion of the mass has been 
removed for examination. Below are metastatic nodules from (/eft) the 
bladder and (77gh¢) the vagina. These measured 2°5 x 2°5 x 1°8 cm. and 
2°5 X 2°5 X 1°25 cm. respectively. 
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Fig. 3. 


Photo-micrograph (high-power) of ‘a portion of the vaginal metastatic 
growth. (I am indebted to Mr. Graham Simpson for this photograph.) 
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the abdomen having been closed, the patient was put in the lithotomy 
position, and the vaginal growth (1x 1x4 inch), with the overlying 
mucous membrane, excised. It lay close to the upper urethra and 
neck of the bladder, but could be easily removed without injury to 
either. 

The broad ligament growth and the two metastatic nodules 
appeared to the naked eye to consist merely of more or less organized 
blood-clot, but on microscopical examination typical chorion- 
epitheliomatous cells and masses of syncytium were found in each of 
them. No growth was found in the uterus itself. 

Again the patient made an easy recovery, and three weeks later 
she went home. In spite of the bad prognosis, which I felt obliged 
to give to her husband, she steadily improved in weight and strength. 
I have kept her under observation ever since. The mesenteric 
tumour, which was easily palpable as long as she was in hospital, 
gradually lessened in size, and ten months later had quite dis- 
appeared. 

I last examined the patient on March 9th 1911, two years and 
four months after the radical operation. There was then no sign of 
recurrence in the pelvis or elsewhere, and the patient was in better 
health than she had been for years. manu 1911. This is main- 
tained. No examination.) 

Judging from the number of cases reported, chorion-epithelioma 
of the Fallopian tube is a very rare disease. In 1905 Risel collected 
11 cases. Mr. Alban Doran, who keeps careful records of cases of 
malignant disease of the tubes, has kindly informed me that only 
two other cases have been recorded since Risel wrote his paper. 

So far as I can judge from the short abstracts available, the 
disease has proved rapidly fatal in all but two of these cases. 

Recovery, even after the formation of metastatic growths, in 
eases of chorion-epithelioma of the uterus, has been several times 
recorded, and Teacher has carefully studied the pathological changes 
involved. 

As regards the origin of the growth there appear to be three 
possibilities. It may have arisen: (1) in a tubal pregnancy; or (2) 
from the epithelium of villi, transported from the placental site of 
the pregnancy, which had terminated a year before the onset of the 
illness; or (3) as a teratoma. 

In this case it does not seem possible to decide which of these 
obtained, though I am inclined to the theory that the disease 
originated in a tubal gestation. 

Diagnosis of the condition would appear to be impossible in the 
absence of characteristic secondary deposits in the vaginal wall, or 
of a history of recent removal of an aborted tubal ovum without 
excision of the affected tube. This actually happened in a case 
reported by Lérrqvist in 1909. 
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Angio-Chorioma of Placenta. 
By R. Drummonp Maxwett, M.D. 


Tue patient from whom the specimen comes was a woman aged 382, 
in labour for the sixth time. She was delivered on the London 
Hospital out-patient charity. Her labour was abnormal, placenta 
previa with transverse presentation. There was considerable ante- 
partum hemorrhage. 

Internal version was effected, after the cord was pulseless and 
prolapsed : there was considerable post partum hemorrhage and as a 
result, the partially separated placenta was hurriedly detached. 
Hemorrhage continuing, the hand was inserted into the vagina with 
the object of carrying out bimanual compression, when the mass was 
discovered lying loose in the vagina. 

Unfortunately the placenta and membranes were not preserved, 
and though an immediate return was made to the house, the 
secundines had already been destroyed. The evidence of the tumour 
will, I think, convince observers that it had been attached to the 
placenta by a vascular pedicle, remains of which can be seen, and 
I would suggest the separation was brought about in the course of 
version and extraction of the foetus. 

The tumour consists of a dark red lobulated mass deeply engorged 
with blood in the recent state. It is uniformly covered by a smooth, 
structureless membrane with no trace of investing capsule. 

A large radicle of the umbilical cord artery and vein enters the 
tumour at what may be described as its hilum. 

At no spot on the surface can any trace of a “ maternal ” surface 
(comparable to that of a normal placenta) be detected, implying that 
the tumour had no direct connection with the uterine wall. 

Its vascular supply appears to be derived solely from special 
umbilical vessels. There seems to be little doubt that whatever the 
character of the growth, it certainly possesses one of the 
properties of new-growth in that the tissue subserved no function 
and played no part in the vital processes of foetal and maternal 
vascular interchange. 

As regards the rarity of this type of tumour, the usual experience 
of abnormal placental growths is generally limited to subamniotic 
(cystic) changes, vesicular mole, infarctions and a few abnormalities 
in size and shape of everyday occurrence. 

The nature of the tumour was not apparent till sections had been 
examined and the literature investigated. Fortunately in Kauf- 
mann’s Lehrbuch der Speziellen Pathologische Anatomie is found a 
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full clue to the literature under the heading of “Geschwiilste der 
Placenta.” Pitha (Annales de Gyn. et d’ Obst., 1906, Tome iii) is 
the best reference for any one interested in the subject, for a com- 
plete bibliography concludes his monograph. 

Rarity. Apparently ranging over many years of modern work 
from Virchow to the present date, only about 64 of these cases have 
been recorded, and there is one significant fact to be noted—they are 
all in connection with institutional or hospital practice. Many 
must have escaped detection in private practice, but a good number 
of my colleagues I found were, with me, quite unfamiliar with this 
type of tumour. 

Association. It has always been met with in connection with 
a healthy functioning placenta associated in the majority of cases 
with a live full-time child. This fact I think should eliminate any 
antecedent inflammatory etiology. It also establishes its slow rate 
of growth pari-passu with the placenta. It has never occupied more 
than half the area of the placenta, and in the majority of cases a 
much more limited section than this. 

Microscopic descriptions. Practically all the authors are in 
agreement that microscopic sections show a tumour composed of 
young embryonic connective tissue stroma, identical with that of 
early chorionic mesoblast; that scattered through the stroma are 
large capillary spaces lined by a single layer of endothelium, and 
that the surface is covered with epithelial cells identical with 
Langhans’ layer. The tumour, however, shown here lacks all trace 
of such epithelial covering. 

T do not, however, think this absence of foetal epiblast is sufficient 
to exclude it from the list of these aptly named “ angeio-choriomata ” 
as Dienst termed them. 

Situation. As regards the situation of the tumour, it has been 
met with between the maternal and fetal surfaces of the placenta; 
it can be easily shelled out from its surrounding bed since it in no 
way derives any of its circulation from contiguous placenta. Most 
of the authors have called attention to the special blood supply 
directed solely to the tumour by vessels running direct to it from 
the cord, either as a velamentous or succenturiate supply. Some 
authors have regarded it as an abnormally developed cotyledon. It 
has actually been seen in connection with a succenturiate lobule, 
while others again have recorded the presence of a pedicle containing 
attenuated vessels joining it to the main placenta. 

Appearance and size. It is generally rounded, lobulated and 
bossed. 

Galabin in 1885 described his specimen as the size of a human 
heart. The majority are much smaller, and though several of these 


tumours have been met with in one placenta a single tumour is the 
more common, 
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One must single out Galabin’s case, a description of which, with 
two reproductions of the microscope sections, will be found in 
Obstet. Soc. Trans., 1885. The description and microscope sections 
would aptly represent the present tumour, save that the fetal 
epiblast is shown in the reproductions. I have previously noted its 
absence in the present case. 

Galabin was led to describe his case as a fibro-sarcomatous tumour 
of the placenta, the fibrillated characteristics of the stroma being 
not then recognised as embryonic mesoblastic tissue. 

Pigment granules have been detected scattered through the 
stroma and blood spaces of some of the specimens. Their presence 
has been held to throw light on the etiology, as pointing to venous 
stasis. 

These pigment granules are not to be seen in the specimen 
exhibited. 

Conclusion. How are all these observations to be correlated with 
the view to arriving at a correct conception of this class of tumour? 

Are we investigating a case of abnormal development of a 
primary villus stem, or a primarily abnormal vascular supply of a 
limited area of the chorion, z.e., an abnormally developed cotyledon ? 

Judging from the frequently recorded “ direct” blood supply of 
these tumours, I am inclined to think that a very probable explana- 
tion lies in this latter direction. It is certainly well illustrated in 
this case. 

This fixes the incidence of the tumour at a very early fetal date, 
between the second and third week; establishes it as a tumour of very 
slow growth, innocent in character, and compatible with normal 
pregnancy. 

An elongation of this vascular pedicle of special umbilical cord 
vessels, or pressure on them, may produce venous stasis in the affected 
early villus stem, and a consequent abnormal production or prolifera- 
tion of capillary endothelium. Several authors support this view. 

It has been suggested also that at the stage of vascularisation of 
the chorion, an atypical vascular branching may take place and 
angeiomatous tissue develop. 

It was hardly probable that previous endometrial changes 
(inflammatory or otherwise) could have escaped being cited as an 
etiological factor: I think we can dismiss it at once. The limita- 
tion of this growth to a portion of the chorion; its occurrence in 
association with twins; its association with normal full-time labour, 
all render this explanation extremely improbable. Indeed the 
absence of any direct relation to the maternal wall shown in this 
case clearly disproves it. 

I should be inclined to explain the etiology of this tumour in 
the following way. Between the second and third week of pregnancy 
some abnormal umbilical circulation (velamentous or succenturiate) 
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impaired the vascularity of a primitive cotyledon: venous congestion 
of the lobule ensued; venous stasis with abnormal conditions of 
intra-capillary pressure set in and led to formation of angeiomatous 
tissue. 

Were it not for the frequently recorded abnormal blood supply 
and special vessels, I do not think it would be necessary to invoke 
circulatory obstruction as playing a prominent part in the etiology, 
since capillary angeiomata are relatively common congenitally. 

One point is difficult of explanation in the present case: what has 
become of the foetal epiblast that originally must have invested this 
lobule? It is impossible to conceive of foetal mesoblast proliferating 
without an epiblastic covering. I believe in this case there was an 
original investiture of epiblast, but since the lobule in no way 


functioned as vital placenta it has atrophied or been shed and 
disappeared. 
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A Case of Primary Carcinoma of the Female Urethra. 


By Joun S. Farrparrn, M.A., B.M. (Oxon.), 
Obstetric Physician, with charge of Out-patients, St. Thomas’s 
Hospital. 


In view of the case recorded by Dr. Beckwith Whitehouse (p. 269 of 
this number of the JournaL) and his discussion of the subject, I 
have thought it a suitable occasion to record a case of like character 
which occurred in my hospital practice five years ago. 

The patient was a married woman, of 34, who had had two 
children, the last three years before her admission to St. Thomas’s 
Hospital on April 17 1906. She had only noticed symptoms of her 
trouble for about three weeks; at first some difficulty in micturition, 
which rapidly increased until four days before admission, when 
complete retention occurred and persisted till she was relieved by the 
passage of a catheter in the Hospital. The bladder reached to the 
umbilicus and contained three pints of very dark urine. The urethral 
orifice was the centre of a small sloughy crateriform growth, which, 
on examination, with a finger in the vagina, appeared to involve 
the urethra and extend to the neck of the bladder. The hard 
indurated growth was not fixed and the tissues round not involved, 
and no glands were detected in the inguinal region or in the pelvis. 
The passage of the catheter was not easy and gave rise to great pain; 
the difficulty appeared to be in finding the urethral canal in the base 
of the ulcer in the vestibule. The catheter was passed three times a 
day, and on each occasion the urine drawn off was of dark-red colour 


. and towards the end mixed with blood. The deposit, examined 


microscopically, consisted of pus and red blood cells. 

On April 19, the patient was anesthetized with a view to opera- 
tion. The growth was small, consisting only of an indurated 
breaking down ulcer at the site of the meatus, not large enough to 
admit the tip of the little finger, and, though the induration could 
be felt surrounding the urethra upwards, the tissues round were soft 
and without evidence of infiltration. The complete retention and 
the pain with each passage of the catheter made it essential that 
something was done, and the small size of the growth and the freedom 
of the tissues round it, appeared to offer a fair prospect of complete 
extirpation. An incision was made round the growth and the dis- 
section carried up, outside the infiltrated tissues, to the neck of the 
bladder. It was then discovered that the indurated area extended 
up to and involved the urethral orifice of the bladder, so that the 
whole length of the urethra had to be removed, leaving an opening 
into the bladder which admitted the index finger. The bladder was 
washed out and its walls stitched to the cut edge of the vulval mucous 
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membrane. A rubber tube was inserted into the bladder and the 
wound packed round with gauze. The growth was examined in the 
Clinical Laboratory and returned as squamous-celled carcinoma (Dr. 
Dudgeon). 

The patient was given boracic baths twice a day, and, except for 
some local swelling and some trouble from phosphatic deposits on the 
edges of the wound, she made a good recovery, and was discharged 
from the hospital on May 19, wearing a rubber urinal. 

She was re-admitted on June 12 because of a painful swelling in 
the right groin. This was found to be a breaking down gland, and 
as enlarged glands could be felt in the left groin also, the glands in 
both groins were removed. The glands on the right side were much 
larger than on the left, and the large one contained dirty brownish 
pus. Microscopically, the glands proved to be squamous carcinoma 
like the primary growth. 

The wound in the groin healed quickly, but the patient suffered 

from pains in the pelvis and about the neck of the bladder and 
irritation of the vulva. She remained in hospital till July 25, 
and from there went to a Home for Incurables, where she died some 
weeks later. She began to go downhill about the middle of June, 
the pulse rate rising to 100 and 120, and by the middle of July the 
temperature rose at times to over 100°. By this time there was 
definite evidence of local recurrence in the shape of thickening 
round the edges of the bladder fistula. There was no post mortem 
examination. 
_ This case presented the features described by Dr. Whitehouse 
as the second type of vulvo-urethral growth (l.c., ep. p. 272)—a 
breaking down ulcer with indurated margins and a sloughing base 
on the floor of the vestibule at the urethral orifice. The symptoms 
were noteworthy in that complete retention occurred and _ that 
only a fortnight after the trouble on micturition had been first 
noticed. In spite of the ulceration no discharge or bleeding had 
been noticed by the patient. I take it that the retention was caused 
by the involvement of the neck of bladder. The case also supports 
Dr. Whitehouse’s contention that the inguinal glands ought to be 
excised in all cases where there is a possibility of extirpation of the 
local disease, for the patient returned with glandular metastases 
seven weeks after the removal of the primary growth. Being a 
young woman of 34, the spread would naturally be much more rapid 
than in older patients. To me, the most striking feature of the case 
was the small size and apparently circumscribed nature of the 
primary growth, its extension along the whole length of the urethra 
as discovered when its removal was undertaken, and the rapidity 
with which glandular recurrence, and probably also internal 
metastases, occurred. Local recurrence was not noticed till shortly 
before her discharge from hospital. 
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The Treatment of Acute Peritonitis. 

Hartmann (Ann. de Gyn. et d’Obstét., October, 1911) has a long article on this 
subject. In the first few pages he points out that it is now an established fact that 
an acute peritonitis gets well once its cause is removed, although the whole of the 
infective material in the abdominal cavity is not removed, and that it is quite impos- 
sible effectively to drain any cavity as irregular as the peritoneum, especially as any 
track is rapidly walled off by adhesions. He goes on to explain that the gravity of 
generalised peritonitis depends on the extent of the peritoneum which roughly equals 
that of the patient’s skin and on the great powers of absorption from the peritoneum. 

From experimental observations Wegner says that the peritoneum can absorb up 
to eight per cent. of the body weight in an hour. Insoluble substances, such as 
carmine or Indian ink, are also absorbed. 

The absorptive power varies with different portions of the peritoneum, it is 
greatest in the diaphragmatic region and then progressively gets less in the omenta, 
upper part of the pelvis, mesentery, meso-rectum, and parietal peritoneum. 

Ligation of the thoracic duct does not wholly stop absorption, showing that the 
blood plays an important part. 

Following the absorption of infective matter the pulse becomes rapid owing to 
irritation of the vaso-motor centre—subsequent vaso-motor paralysis leads to extreme 
local congestion of the abdominal viscera. As a means of defence the peritoneum 
takes an active part. Cornil and Durham showed that an emulsion of inert powder, 
when injected into the peritoneal cavity, tends to collect on the great omentum, 
which thus saves the rest of the peritoneal cavity—the same accurs when organisms 
are injected. Roger showed that a rabbit deprived of its omentum died from a dose 
of staphylococci which was not fatal to a normal animal. This power may be asso- 
ciated with the richness of the omentum in lymphatics. Hartmann agrees with the 
accepted teaching that every encysted collection of pus should be treated by incision 
and drainage. 

Regarding cases of generalised peritonitis, he points out that it is very difficult in 
practice to tell between a diffuse local peritonitis and one that is absolutely 
generalised. 
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When considering the actual treatment he devotes some space to prophylaxis. 
His chief points are, (2) Not to damage the peritoneal defence by the use of anti- 
septics but to employ the aseptic method. (b) In appendicitis operate immediately 
on all cases with fever pain and muscular rigidity and not to waste time watching the 
case. Delay, because of an apparent lessening of symptoms, he does not agree with, 
as grave relapses are so common. Kértiss mortality was 16, 21, 31, 59 per cent., 
according to whether the case was operated on on the first, second, third, or fourth 
day respectively after the onset of peritonitis. (c) In the same way, he urges 
immediate operative interference in typhoid fever, perforated gastric ulcer, and 
wounds of the abdomen, and gives statistics in its favour. He then mentions the 
medical treatment known in America as the Ochsner method; this consists in keeping 
the patient absolutely quiet in bed, the diet is restricted to a few drops of water, 
stomach lavage is done but no purgatives or enemas allowed, ice compresses or hot 
fomentations to the abdomen and subcutaneous infusions with cardiac stimulants are 
added. Hartmann condemns this treatment except in certain cases of acute pelvic 
peritonitis in women and in aged patients with advanced renal] disease. 

When discussing the surgical treatment he lays stress on diagnosing the cause of 
the peritonitis so as to operate directly on the offending organ without lowering the 
resisting power of the remaining peritoneum by needless manipulation. It is surpris- 
ing to see that he still regards chloroform as the best anesthetic for these cases. 

The incision should be large enough to (1) remoye the cause, (2) allow of the 
evacuation of exudate. The second point is discussed at some length. As a rule too 
much importance has been paid to this. It is undoubtedly of very great importance 
especially where there is no removable cause, e.g., pneumococcal peritonitis, in other 
{ cases the removal of the cause is of prime importance. Lavage of the peritoneum has 
! been given an extended trial. Many solutions have been tried but normal saline is 
the best. Efforts to wash the peritoneum clean by the introduction of douche 
canule through the abdominal incision having failed, eventration of the abdominal 
viscera has been tried but causes severe shock and damages the peritoneum; the 
return of the distended intestine is also attended with difficulty. Brennan and others 
tried to diminish absorption from the peritoneum by injecting sterile oil into the 
i peritoneal cavity. To overcome the intestinal distension enterostomy may be tried 
but only empties a very small segment of intestine. Drainage tubes in multiple 
incisions have been tried in every conceivable position but always become walled off 
] by coils of intestine and adhesions. Besides being inefficient these multiple drains 
allow of secondary infection and may cause fistula and hernie. For these reasons 
many surgeons have given up attempts at drainage and now close their incision after 
removing the cause of the peritonitis. 

This procedure has given excellent results in the hands of many operators and 
Hartmann gives as indications for leaving in a drain, not the mere pre-existence of 
of pus, but the presence of (1) non-absorbable bodies, (2) portions of gangrenous 
peritoneum in contact with a gangrenous appendix, (3) false membrane in large 
amount, (3) intestinal contents, (4) capillary oozing, (5) old cases with definite 
abscess cavities. 

] In the after-treatment the position of the patient is of importance. Fowler's 
position with the shoulders raised is best, as toxic fluids work down to the pelvis 

where the peritoneum absorbs less than in the diaphragmatic region and where 
i evacuation through the pouch of Douglas is easy. 

To treat the intoxication and collapse proctoclysis is recommended as it also 
causes diuresis, lessens thirst, and improves the patient’s pulse. About a litre of 
fluid should be given in an hour and the flow should be maintained during alternate 
hours. The infusions should be stopped if edema of the ankles appears or if 
pulmonary cedema threatens. For intestinal paralysis half a milligramme of physo- 
j stigmine salicylate may be given, two hourly, for six hours. For the vomiting, 
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stomach lavage may be tried, but requires to be repeated at short intervals and may 
cause discomfort. 

Nucleinate of soda has been given to favour leucocytosis but is a failure. Petit 
has tried 20 cc. of horse serum in the peritoneal cavity as the serum is said to agglu- 
tinate the bacillus coli. Cc. W. 


The Transverse Supra-pubic Incision in Gynzcology. 


Corytios (Revue de gyn., October, 1911) has a long illustrated article on this 
subject. There are various modifications but three chief methods may be mentioned. 

1. The Rapin-Kistner incision takes in the skin and subcutaneous tissue only, the 
aponeurosis is cut longitudinally in the middle line and the recti muscles separated. 

2. Pfannenstiel’s incision; this takes the aponeurosis transversely as well as 
the skin. 

3. Bardenheuer’s incision, which is made some 5 centimeters above the pelvis and 
is deeply concave above, the recti are cut near their attachment to the pubes. 

It gives more room than either of the preceding methods and may be employed for 
such operations as Wertheim’s hysterectomy for carcinoma, but the results both as 
regard subsequent hernia and damage to the abdominal wall are not good. Coryllos 
occupies himself almost entirely with the Pfannenstiel incision and gives his 


technique. Among other points, he mentions that when stitching up the aponeurosis . 


it is a bad practice to take in strands of rectus muscle in the stitches in the hope of 
obliterating the dead space between the muscle and the fascia and thus stopping a 
hematoma forming, as the stitches tear through the muscle sooner or later and set up 
fresh bleeding. 

He concludes that Pfannenstiel’s incision is indicated in all cases of hysteropexy, 
conservative operations on the tubes, small ovarian cysts, hysterectomy for fibroids 
providing the fibroid has not extended above the umbilicus, extra-uterine gestations. 
It may be used occasionally for salpingitis with pelvic abscess, hematoceles, cancer 
of the cervix or body of the uterus. 

The cases in which he does not consider the incision advisable include very fat 
patients or the removal of tumours which have extended above the umbilicus as 
enough space is not obtained. 

He mentions that no less than 437 extra-peritoneal Cesarean sections have been 
done through this incision. Cc. W. 


A Case of Tuberculosis of the Cervix. 


Benper (Revue de gyn., September, 1911) puts on record an example of this 
malady. The patient was xt. 32, she had had two children and one miscarriage. 
The miscarriage took place in March, 1908, and was followed by attacks of hemor- 
rhage which occurred off and on for a year. Leucorrhea and pain in the back was 
also complained of. 

She came under observation in March, 1909, on account of the sudden loss of 
serous fluid from the vagina which occurred from time to time. On examination the 
cervix was large and soft and the uterus bulky. The cervix when examined through 
a speculum was violet in colour and was ulcerated at the external os. The ulcer 
involved both lips, it was red and granular in appearance and bled easily on examina- 
tion. No gonococci were present in the discharge. As palliative treatment failed 
the uterus was curetted and the cervix amputated. 

Sections of the cervix showed typical lesions and tubercle bacilli were also demon- 
strated. The patient’s general condition was good and no tuberculous lesion could 


be found in the lungs. She was kept under observation for over two years and no 
relapse took place. Cc. W. 
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Treatment of Inoperable Cancer of Uterus with Acetone. 

GELLHORN (Zentralblatt fiir gyndkologie, Nr. 35, 1911) gives an account of his 
method of treating inoperable cancer. Under anesthesia the diseased tissue is scraped 
away as far as possible with a large sharp spoon. The patient is placed in the exag- 
gerated lithotomy position, the anesthesia is stopped, and an opaque glass speculum is 
passed into the crater left in the vaginal vault. Two or three tablespoonfuls of pure 
acetone is poured into the speculum. The hemorrhage stops at once, except when a 
large vessel is opened, when a tight plug should be introduced. This complication 
the author has only seen once. In all other cases, after ten minutes the blood clot is 
washed away and fresh acetone is poured in, which is left for twenty minutes. The 
table is then lowered, the excess of acetone is allowed to escape through the speculum, 
which is now removed. The vulva is then washed with water or sublimate solution. 
A gauze plug may be left in the wound till the next day. The patient remains two 
or three days in bed and returns on the fifth day after the operation for the con- 
tinuation of the treatment. This consists in reintroducing the speculum with the 
pelvis raised as before and, without any preliminary washing, the same quantity of 
acetone is poured into the crater. The patient herself retains the speculum in 
position for thirty minutes. In removing the acetone and the speculum it is necessary 
to avoid allowing the drug to touch the vulva, as otherwise a painful burn may be 
produced. This is prevented by spreading vaseline in a thick layer on the outer 
surface of the speculum and by swabbing out the wound surface with wool swabs 
after the excess of acetone is allowed to escape and before the speculum is removed. 

By this means the author claims to obtain in the majority of cases a prolongation 
of the patient’s life combined with an improvement in the general health and the 
general condition. The method possesses the advantages of being painless and of 
requiring no special instruments. It can be carried out by the general practitioner. 

J. ¥. 


Repeated Ectopic Pregnancy. 

Ricuarp R. Smita (Amer. Jour. Obstetrics, September, 1911), in a paper of some 
length in which details of several cases are given, considers that the frequency with 
which ectopic pregnancy occurs is a matter which intimately concerns us, since it has 
a direct bearing upon the disposition at operation of the opposite tube. Although it 
is difficult to obtain figures upon this point that are above criticism, his inquiries 
showed that of the sixty-three reports received as to how many cases had repetitions 
twenty-five had seen no recurrences, but in only five of these was the definite number 
of ectopics operated on given; thirteen had seen one, ten of which were in an inde- 
finite and three in a definite number of cases operated on; fifteen had seen two, nine 
of which were in an indefinite and six in a definite number of cases operated on; 
three had seen three, one of which was in an unknown number of cases and two in a 
known; three had seen four recurrences in a stated number of cases; three had seen 
six or more in a stated number of cases; one had seen one sure and one doubtful; 
total sixty-three. 

Discarding all reports except those based upon definite figures (a table of which is 
given), out of 2,998 cases 113 showed recurrences, or a percentage slightly less than 
3°8 per cent. In 110 cases in which information is given as to the age he finds one at 
eighteen; fifty-six between the ages of twenty and twenty-nine inclusive; fifty-one 
between the ages of thirty and thirty-nine inclusive; and two over forty. As to the 
site of recurrence the vast majority took place in some part of the opposite tube. 
As to results as regards life and death in 116 cases in which information is given or 
reliable inference may be drawn, there were 101 recoveries and fifteen deaths, either 
with or without operation; as to pregnancies previous to the first ectopic in 112 cases 
there were eighty-seven who had been previously pregnant and twenty-five who had 
not been and in whom the two ectopics constituted the only gestation. In 145 cases 


4 
q 
; 
4 
| 
| 
i 
i 
7 
3 
| J 
{ 
q 
i 
j 
j 
i 
] 
} 
| 
45 
i 


312 Journal of Obstetrics and Gynecology 


in which the interval was stated or could be reckoned the average was almost exactly 
thirty months, in fifteen instances the interval was less than six months, in fifteen 
over five years. 

Smith is of opinion that the practical lesson to be drawn from the consideration 
of repeated ectopics relates to the disposition of the opposite tube at the time of 
operation. The strong tendency of the last decade toward the conservation of the 
pelvic organs has resulted in the saving of the opposite tube with most surgeons 
unless it is diseased. He considers that this practice should be modified. The 
common basis for decision has been the condition of the tube under judgment, and a 
little thought will show this to be unreliable. In very many of the reports in which 
its condition is mentioned it is spoken of as normal. It must be frankly acknow- 
ledged that we are unable to judge of the capabilities of a tube from its appearance. 
The woman’s condition relative to age, previous child-bearing, her health, her wishes, 
and the danger lurking in the tube that is left, whatever its appearance, must be 
taken into consideration. 

He suggests that the matter of future possibilities be freely discussed as far as 
practicable with each patient before the abdomen is opened, and suggests the follow- 
ing outline of procedure :— 

“1. If a woman has had no children and is young, or being older, is desirous of 
having children, we should conserve the opposite tube unless it is hopelessly closed. 
We do this deliberately, with the full knowledge that further intrauterine pregnancies 
may not occur and that she may possibly have, in spite of the normal appearance of 
the tube, a further ectopic. 

2. In women who have borne children we may be governed by her desire to have 
more, and may leave it unless it is absolutely closed. 

3. In women who have had children and have borne as many as they desire, we 
should unhesitatingly remove the opposite tube and preclude the possibility of 
further accident, whether the tube appears normal or not. 

By following this course we shall at least have a good excuse for submitting a 
woman to the distressing possibility of a second etopic pregnancy.” 

The article closes with a very full bibliography. 8. J. A. 


Intraligamentary Extrauterine Pregnancy. 


Scrprapes (Zentralblatt fiir gyndkologte, Nr. 34, 1911) gives an account of a case 
of some interest. In the third and fourth months of her pregnancy the patient had to 
lie up*on account of abdominal pain and weakness, which came on, in the first 
instance, whilst dancing, and in the second instance, after a fall from a ladder. 
Foetal movements were felt for the first time at the sixth month, and lasted for over 
three months. In the beginning of August, 1910, at the time when she expected to 
be delivered, she began to suffer from pains followed by a disharge of blood and a 
small flesh-like mass. Three days later the breasts swelled up with milk. A short 
time afterwards the breasts diminished, the bleeding stopped, but the pain still 
continued. She was admitted to hospital on the 15th September, 1910. 

On external examination, a round, thin-walled, elastic and fluctuating swelling 
was felt extending from two fingers’ breadths below the xiphisternum and, at its 
lower pole, disappearing into the pelvis. The main mass of the swelling was 
situated to the right side of the middle line. On internal examination the cervix was 
found to be anteposed and elevated behind the pubic body, and continued towards 
the left side into the uterine body, which lay in front of and a little to the left of 
the swelling, in an anteverted position. On opening the abdomen the diagnosis of a 
right intraligamentary pregnancy was confirmed. As the left tube and ovary were 
diseased and required removal, it was considered wise to take away the uterus with 
the intraligamentary swelling. The patient’s recovery was good. fo 
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Morbus Cordis and Pregnancy. 


D. Szpastian Recasens (Anal. de la Acad. de Obstet. Ginecol. y Pediatria, Ano iv, 
Num. 44). In a short communication the author discusses the effect of childbearing 
on the mothers, the subjects of : (1) Myocarditis, in whom it is generally in actual 
labour that untoward results are likely to happen and in whom, as a consequence, 
labour shoud be hastened; (2) Endocarditis, in whom the effect may be felt either in 
the early months or during labour or in the puerperium. 

He describes a case in which, owing to cardiac attacks during pregnancy, it was 
decided to perform Cesarean section. The operation was done in fifteen minutes, and a 
live child extracted. The patient appeared to be perfectly recovered from the 
operation, but a cardiac attack came on fifteen hours later and ended in death. 


B. G. 
The Treatment of Pernicious Anemia in Pregnancy. 


BavEREISEN (Zentralblatt fiir gyndkologie, Nr. 33, 1911) states that pernicious 
anemia frequently leads to abortion or premature labour, and in a proportion of cases 
this is followed by the death of the mother. He records such a case. The patient 
was delivered of twins, one of which was dead, whilst the other was living and 
healthy, exhibiting no signs of anemia. The woman died several hours after 
delivery, although there was no severe hemorrhage at the birth. Microscopic 
examination revealed an excessive anemia of the uterus and bladder . 

The author refers to the question of interrupting pregnancy in cases of pernicious 
anemia, and states that this is not justified, for, in the first place, experience shows 
that it is followed by no improvement in the blood condition, and, in the second 
place, the child as a rule is born without any evidence of anemia if the pregnancy 
is left till full term. One sees good results from the transfusion of defibrinated 
blood, or from the subcutaneous injection of defibrinated or ordinary blood. Recently 
Weber has advised the intravenous injection of 5 ccm. of the mother’s blood and 
Huber the intragluteal injection of 20—30 ccm. defibrinated blood. 

The author records good results from a method somewhat modified from those 
mentioned above. The first case was a patient in the sixth month of pregnancy, who 
was suffering from an undoubted and severe pernicious anemia. Two days after 
admission to hospital she gave birth to the child. By means of a syringe 6—10 ccm. 
of blood were extracted from a vein in the arm and injected at first subcutaneously 
and then intramuscularly. The injections were repeated on four succeeding days. 
After a few days the condition improved. Six weeks afterwards the erythrocytes 
and hemoglobin had increased distinctly. 

The second patient was a patient pregnant for the second time, who had been 
suffering from anzmia for a long time and had been in hospital several times under 
treatment. At birth a hebosteotomy was performed for pelvic contraction, with the 
delivery of a living child, with no signs of anemia. During delivery there was 
severe hemorrhage. The blood count gave 1,600,000 reds and 25% Hb. The film 
had all the appearances of pernicious anemia. In the first days of the puerperium 
the patient was treated in the ordinary way with no benefit. Accordingly the treat- 
ment carried out in the former case was commenced. 5—10 ccm. of blood were 
injected daily for seven days. There was a noticeable improvement in the general 
condition after the first! injection. The blood state first improved after about ten 
weeks : then the reds were 3,000,000 and the Hb. 40 %. ac ¥. 


Successful Treatment of Osteomalacia with Pituitrin. 


Nev (Zentralblatt fiir gyndkologie, Nr. 35, 1911) reports a case of osteomalacia in 
which the daily injection of ‘5 ccm. of pituitrin was followed by good results. un 
one occasion 1 ccm. was injected and in all 5°5 ccm. were given. The patient had 
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eleven pregnancies, five of which were miscarriages. The disease commenced in the 
last three months of the last pregnancy with pain in the small of the back. The pains 
became so severe that the patient was unable to move in bed without aid. There wasa 
coincident increase in the body fat. After the labour the pains in the bones were so 
severe that the patient was unable to move at all. Six weeks postpartum she was 
able to get out of bed, but the pains still continued. A marked waddling gait was 
developed. On admission to hospital the patient complained of severe pain in the 
bones, and any exertion, such as climbing stairs, was accomplished with the greatest 
pain and difficulty. 

The treatment indicated above was carried out. No other therapeutic measures 
were adopted. After the third injection the patient felt better. There was less pain in 
mounting stairs. After the seventh injection the pain on pressure of the bones was 
nearly gone. She could now climb stairs, get in and out of bed without difficulty. 
The administration of the pituitrin is being continued with increasing benefit. 

a. 


Fibroids and Pregnancy. 


J. Cornticuera (Anales. de la Acad. de Obstet. y. Ginecol, Ano iv, Num. 33). The 
paper details the author’s experiences with fibroids in pregnancy :— 

Four cases of labour, assisted by forceps in two of them; one case in which a 
myomectomy was performed and the patient went to term; one case in which inflamma- 
tion developed in an interstitial fibroid and necessitated subtotal hysterectomy which 
ended fatally on the fifth day; one case of severe postpartum hemorrhage treated 
with plugging after hot douches, and one case of retained placenta in which the 
myoma was mistaken for a second foetus. B. G. 


Stimulation of Labour Pains by Pituitary Extract. 


Ross (Zentralblatt fiir gyndkologie, Nr. 34, 1911) states that in thirteen cases he 
has obtained good results with the extract of the hypophysis (1 ccm. of a 20% 
solution), where labour pains are lagging. In this way he has been able to deliver 
patients, when otherwise forceps would have been necessary. The one injection of 
the drug has never failed to stir up the labour contractions. He has never noted any 
harmful effect either to mother or child. ae 


Puerperal Infections. 


OssorneE Porak (Amer. Journ. of Obstetrics, September, 1911) gives the 
following axioms and observations which have guided him in the management of 
several hundred patients suffering from puerperal infections. 

First, that curettage, douches and examinations during the first stage of puerperal 
infection, break down the natural barriers and open avenues for the further dissemi- 
nation of sepsis to the myometrium, parametrium and adjacent tissues, and that the 
danger from curettage increases as the period of pregnancy advances . 

Second, that the endometrium should never be curetted in acute streptococcic 
infection, neither should the placental site ever be curetted. 

Third, that instrumental evacuation of the uterus should be limited to pregnancy 
of eight weeks or under: and that digital exploration and digital curettage is the 
most rational method of learning the contents of the uterus. 

Fourth, that after the uterus is once thoroughly emptied, the pelvis should be left 
absolutely alone except for postural drainage, and we should make every effort to 
support the patient and increase her natural blood resistance. 

Fifth, that if the blood stream is sterile, and the blood shows a leucocytic resist- 
ance to the infection by a relative white cell increase, the prognosis is favourable, it 
matters not what form of cocci are found within the uterine cavity. 
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Sixth, never disturb a local exudative focus postpartum, as long as the patient 
shows signs of improvement unless there is definite evidence of a localized collection 
of pus; this should be opened by extraperitoneal incision. 

Seventh, that exudative pelvic peritonitis may be considered as a sequel of 
antreated or badly treated endometritis. 

Eighth, that thrombophlebitis isa conservative process on the part of nature, and 
that manipulation or examination tends to break off infected emboli, and disseminate 
the infection to remote parts of the body. 

Ninth, that nature is competent in the majority of cases to localize and circum- 
scribe the infection. 

Tenth, that enormous pelvic and abdominal exudates may disappear without 
operation, and that in time enlarged ovaries, tubes, etc., assume their proper size 
and function, and that as long as the patient’s general condition improves, no 
surgery is advisable. 

Eleventh, that all operations are attended with less risk after the acute stage of 
the infection has subsided, and that an exact diagnosis is more easily made at this 
time, and finally, that vaccines have a definite field, and are valuable adjuncts to the 
therapeutics of puerperal infection. 8. J. A. 


The Feetus at Term in Spain. 


E. Manveco VILLAPADIERNA (Anales de la Academia de Obstetricia, Ginecologia 
y Pediatria, Ano iv, Num. 48). This paper, giving the weights, length, the bi- 
acromial and the various cephalic measurements of the foetus at term, occupies the 
whole number. It comprises a study of 647 children at term and is the sequel to a 
previous paper dealing with pelvic measurements in Spanish women. 

The author gives tables and compares in detail the results of his measurements 
in Spanish children with those published by various authorities in France, Germany 
and Italy. From these it appears that the occipito-parietal circumference, the bi- 
temporal, bi-parietal occipito-frontal, occipito-mental measurements and the average 
weights at birth, were all below the corresponding results obtained by foreign 
authorities. 

The other measurements did not show marked differences. B. G. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GyNZCOLOGICAL SECTION. 
Meeting held December 7th, 1911. 

The President, Dr. AMaND Rovts, in the Chair. 


SPECIMENS. 

Dr. Hepiey: Cervix adherent to posterior vaginal wall. 

Dr. Barris: Solid malignant growth of ovary. 

Dr. Macnaucuton-Jones: (1) Section of carcinoma of vulva; (2) cyst growing 
from remains of a resected ovary. 

Dr. Watrer Tate: Extra-uterine gestation; death of fetus near term; removal 
of entire sac three months later. 

Dr. B. Wuitexovuse: Ruptured four months’ gestation in rudimentary horn of 
bicornute uterus. 

Dr. Maxwett : Chorion angioma of uterus. 


SHORT COMMUNICATIONS. 

Dr. MaxweEtt : Sequel to a case of “Cystic Degeneration of the Chorion.” 

M. T., wt. 21, had been married six months. Seven weeks before admission to the 
London Hospital a hydatid mole was removed under chloroform. A month later 
some more “white stuff” was passed. On admission on November 10th, 1910, Dr. 
Lewers found the uterus considerably enlarged and the os patulous. On November 15th 
typical cystic material was removed from the uterus after dilatation with Hegar’s 
bougies. Numerous vesicles could be seen with the naked eye. On section there 
were some large cedematous villi, and in close relation to them were parts of the 
uterine walls. Numerous large and small capillary spaces were seen in the muscular 
wall of the uterus, and in these spaces were numerous chorionic epithelial cells. 
Patient was discharged on November 26th, but was re-admitted on March 7th, 1911, 
as hemorrhage recommenced in January, and continued off and on till admission, 
when she was found to be markedly anemic. Ten days later the uterine cavity was 
again explored under anesthesia, and a small nodule of tissue, measuring two-thirds 
inch by one-third inch, was removed with a curette. On microscopic examination of 
the nodule removed there were a few dropsical villi, which were covered with many 
layers of papillary projections of the chorionic epithelium. There were some small 
portions of the mucosa and muscularis, on the surface of which were masses of 
chorionic epithelium. 

The patient’s blanched condition suggested the possibility of widespread blood 
destruction by a latent syncitial metastasis which produced no physical signs. For 
five weeks the patient’s anemia was medically treated, and she rapidly improved 
both in red corpuscles and hemoglobin percentage. 

On April 2ist the uterus was again explored by Dr. Russell Andrews in the 
absence of Dr. Lewers, and a small portion of tissue, the size of a pea, was removed. 
This tissue had the appearance of normal endometrium, which was confirmed by the 
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microscope. When last seen on November 20th the patient was very much improved 
and felt quite well. 

The case illustrated the difficulty that often arises before being able to decide as 
the advisability or not of removing a uterus in such cases as the present. Are there 
any histological features whereby we can distinguish the trophoblast persisting in 
utero as an innocent parasitic growth nourished by the maternal circulation without 
invasion of the maternal tissues, from trophoblast of the more dangerous and infiltrat- 
ing type? In the light of the present case the writer feels bound to conclude that 
many hysterectomies, though justifiable in the present state of our knowledge, are 
probably unnecessary. 

Dr. Earptey Hotianp showed a specimen of “ Ovarian Pregnancy.” 

The specimen was removed by Dr. John Phillips from a woman, ext. 40, who had 
never borne children, but who had had one miscarriage nine years before the present 
pregnancy. After a period of six weeks’ amenorrhea she had an attack of severe 
abdominal pain and uterine hemorrhage. She was treated by rest in bed, and no 
operative interference was undertaken. During the next five months, however, she 
had recurrent attacks of a similar nature, and was sent into hospital, where operation 
was immediately performed. The specimen consists of the enlarged right ovary. A 
complete capsule of stretched ovarian tissue encloses old blood-clot, in the midst of 
which is situated the collapsed gestation sac. Owing to the time which had elapsed 
between the date of death of the ovum and removal of the specimen, finer histolo- 
gical details are lacking. The specimen, therefore, has only an anatomical value, 
and throws no light on the mode of embedding of the ovum in the ovary, or its 
subsequent. development. In a blood-clot which was expressed from a recently 
ruptured follicle in the opposite ovary, a remarkable structure was found, which 
undoubtedly consists of plasmodial trophoblast. It may be hazarded that this repre- 
sents an ovum fertilised at a later date than that found in the right ovary; if so, 
the case is a unique one of bilateral ovarian pregnancy. 

Mr. Beckwith WaiteHovse exhibited a “Primary Carcinoma of the Female 
Urethra.” 

The author referred to the little attention that has been given to this disease in 
the standard works on gynecology in this country. He had succeeded in collecting 
forty-three undoubted records of this disease, chiefly from the recorded cases of 
Wassermann, Ehrendorfer, Burckhardt, and Karaki. No case was included to which 
a microscopical report was not appended. He first referred to a case seen at the 
General Hospital, Birmingham, in which the patient, xt. 59, had suffered severe 
pain and difficulty in micturition for about four months. When first seen the bladder 
was distended, and urine was dribbling from the urethra. The urethral orifice was 
dark purplish red in colour, depressed and puckered. The urethra and bladder were 
explored by Kelly’s cystoscope. The bladder mucosa was somewhat cedematous, but 
no nodules were seen. On withdrawing the cystoscope an ulcer half an inch long 
{ was seen in the floor of the urethra, readily bleeding, and surrounded by much indu- 
ration. No glands were felt in the inguinal region. The patient’s condition was 
very feeble, and did not admit of a radical operation. Microscopical reports of a 
portion of growth removed proved it to be a rapidly growing squamous-celled 
epithelioma. ; 

The relationship of carcinoma of the urethra to urethral caruncle, and again to 
urethritis, was discussed. The author divided the cases into vulvo-urethral and 
urethral. The vulvo-urethral growths are the more common, thirty-two out of the 
forty-three cases coming under this category. These appear either (1) as an irregular 
dark purple papillomatous growth, bleeding on examination, and resembling a polyp, 
or (2) in the form of an ulcer on the floor of the vestibule at the urethral orifice, or 
(8) as an induration surrounding the urethral orifice, leading to puckering and 
contraction of the orifice. Urethral growths are much rarer, and only eleven are 
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included in the list. These appear either (1) in the form of an irregular, elongated 
ulcer, involving the mucous membrane of the urethral floor, and having a tendency 
to extend towards the urethral orifice, or (2) as a peri-urethral induration, with 
ulceration only in the later stages. 

As regards pathology, the preponderating type of growth is the squamous-celled 
carcinoma. Adeno-carcinoma is rare, and occurred in fourteen of the cases. 

Where practicable, wide excision of the growth, together with the inguinal 
glands, should be practised. 


NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting at Sheffield, November 17th, 1911. 
Dr. J. B. Hetxirer (President) in the Chair. 


Dr. Gemmett (Liverpool) showed specimens of (a) Carcinoma Corporis Uteri, 
(6) Carcinoma Corporis Uteri with Fibroid, and (c) Diffuse Adeno-fibroma Uteri, 
describing their macroscopic and microscopic appearances and urging the desirability 
of performing hysterectomy for all cases of fibroid seen at the menopause. 

Mr. Curr (Sheffield) related cases of (2) Ureteral Calculus removed per vaginam 
and (b) Vermiform-appendix in a Femoral Hernia. 

Dr. Donatp (Manchester) read notes of a case of Wertheim’s operation for cancer, 
which was followed by sloughing of the abdominal wall, possibly due to the pressure 
of the retractor used at the operation. 

Mr. Mites Purttips (Sheffield) reported three cases of acute inversion of the 
uterus, which he had seen in consultation shortly after their occurrence. In each 
case, as the patient was profoundly collapsed, no attempt was made at immediate 
reposition. There had been little or no postpartum hemorrhage. The shock was 
treated by saline infusion to which pituitary extract and morphia were added. After 
intervals of two, five, and twenty hours respectively the patient has sufficiently 
rallied to warrant operation. Under anesthesia, the uterus was, in each case, 
replaced without any great difficulty. All three patients recovered. It was then 
argued that the presence of severe shock, should contraindicate the usual text book 
instructions to attempt immediate reposition. The secondary shock so caused is 
likely to turn the balance against the patient. Analysis of 184 cases, collected chiefly 
from English records, supports the contention. The total mortality was 43 (23'4 %). 
Of 79 cases in which the uterus was immediately replaced, in the presence of marked 
shock 24 (over 30%) died. In 28 cases, in which it is definitely stated that there 
was no shock, immediate replacement was followed by recovery in each instance. In 
10 cases there is no note as to the presence or absence of shock (probably, therefore, 
it was not present in any marked degree); immediate replacement was successful in 
each of these cases. In 17 cases death occurred with the uterus unreduced, generally 
from shock, before the arrival of the doctor, who recorded the case. In 45 cases the 
uterus was allowed to pass into the state of chronic inversion, which was treated 
later, with success in every instance. In 2 cases death was due to septic infection. 
Of the 43 deaths, 41 took place within a few hours. The figures also show that 
immediate replacement of the uterus is followed by fatal results in 21 % of cases. 
Whereas in the 47 cases allowed to become chronic, only 2 died. The intermediate 
line of treatment, indicated above, was strongly advocated. 

Dr. A. T. Wattace (Liverpool) read a short note on early rising from bed of 
patients who had undergone abdominal and vaginal cceliotomies, which will be re- 
ported later in the Journal, 
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EDINBURGH OBSTETRICAL SOCIETY. 
The first meeting of the 73rd session was held on Wednesday, November 8th, 1911. 
Dr. Havurain (President) in the Chair. 


The Presipent read his valedictory address and referred to the work of the past 
year and to the loss by death of Dr. George Keith and Dr. James Andrew. The 
outstanding, feature of his term of office was the centenary of the birth of their 
greatest fellow, Sir James Y. Simpson. Although not one of the actual founders of 
the Society, Simpson was proposed and admitted at its first meeting, and at once took 
an active part in its work. In the year following his election he read eighteen 
communications. In 1843 he read his first classic on the Diagnosis of Uterine Diseases 
by means of the Uterine Sound. This paper was the first step whereby pelvic 
diagnosis was put on a scientific basis. The uterine sound was, in the President’s 
opinion, still one of the most useful instruments available, in spite of the fact that 
in some quarters its use was decried and its dangers ludicrously exaggerated. In 
1847 Simpson read a paper on a case of Turning under Sulphurous Ether with a 
Living Child. The date demonstrates this to have been the first instance of the use 
of ether during labour. This essay was followed by a series of papers on the Value 
of Turning, and on the Mechanism of the Aftercoming Head in Flat Pelves. The 
first mention of chloroform was in an aside regarding its having been used in a case 
of puerperal convulsions, and on November 10th, 1847, he described its use as a new 
respirable anesthetic. During the same year he wrote much on the subject of uterine 
fibroids and forestalled Apostoli in the advocacy of the galvanic current. In regard 
to puerperal fever Simpson taught that it might be communicated by nurses, and 
advocated the use of cyanide of potassium for washing the hands. His teaching in 
regard to forceps remains the principle of the Edinburgh school to this day, namely, 
that there is more danger in the delayed use of forceps than there is in their ready 
use. Simpson was a strong advocate for ovariotomy and stimulated and inspired 
much of the pioneer work of Keith in this subject. 

At the conclusion of this address Dr. Barlow moved a hearty vote of thanks to 
Dr. Haultain for his conduct in the Chair. Thereupon Dr. Hata Fercuson, the 
newly-elected President, took the Chair. 

The rest of the meeting was devoted to the exhibition of specimens. 

Dr. BatuantyNe showed a Placenta with Bifurcation of the Umbilical Cord. 

The Presipent (Dr. Haig Ferguson) showed a Ruptured Uterus removed by 
Vaginal Hysterectomy. The case was one of a miscarriage at five months, in which 
a bungling attempt at manual removal of the placenta had resulted in a rupture of 
the lower segment and cervix, the uterus remaining attached practically only by the 
left broad ligament. When admitted to hospital the discharge was stinking, but the 
patient made a good recovery after operation. 

The PresipEent also showed a Uterus and Ovary removed from a patient. The 
uterus was removed by hysterectomy in the morning, the ovaries being left behind as 
the woman was comparatively young and they appeared healthy. Towards the 
evening of the day of operation the patient’s pulse became increasingly frequent and 
she became faint. The symptoms became so alarming that the abdomen was again 
opened, and found to contain much blood which was seen to be oozing freely from a 
corpus luteum in the ovary. The ovary was removed and the patient made a good 
recovery. 

Dr. Havttain showed a Uterus and Ovaries removed for the cure of menstrual 
epilepsy, and referred to the value in his experience of such treatment in suitable 
cases. 
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Dr. Forpyce showed two cases of Cancerous Uterus removed by Wertheim’s 
operation. 

Dr. Carmicuagt showed a Calculus formed round a silk ligature in the bladder : 
an Ovary and Maldeveloped Tube removed from a right inguinal hernia: and a 
Cancerous Uterus removed by Wertheim’s method. 


GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held in the Faculty Hall, Glasgow, October 25th, 1911. 

The President (Dr. H. W. Russet) opened the Session with a paper on “ Cancer 
of the Uterus—Some Practical Aspects of its Diagnosis and Treatment.” 

He referred to the frequency of malignant diseases, and belief that it was on the 
increase, and pointed out that the uterus is the organ most frequently affected. 
Cancer of the cervix was more frequent, more insidious, and more difficult of early 
diagnosis than that of the body, and he urged immediate examination in all cases 
where there was the slightest irregularity of hemorrhage, or any change in the 
quantity of the discharges, especially if accompanied with impairment of the general 
health. He also emphasised the necessity of diagnostic curettage. 

In discussing the treatment—patients were greatly benefited by operation which 
fell short of the extensive modern operation, such as simple vaginal and abdominal 
hysterectomy, or even curettage of the necrotic cervix followed by the use of the 
cautery or such application as acetone and formalin. In conclusion Dr. Russell 
summarised his impressions of the value of various radical operations and said that 
the less extensive (especially Schauta’s) seemed to give greater comfort than could be 
secured by the more extensive operation. 

Dr. W. D. Macrartane, jun., read notes of “Three Cases of Malignant Disease of 
the Uterus treated by Vaginal Hysterectomy.” 

Two were epitheliomata of the cervix of several month’s duration, and the third 
was malignant disease of the body and cervix internally. All three patients are alive 
and free from recurrence—4, 3}, and 24 years after operation. During 1910 and 1911 
out of 35 cases of cancer of the uterus he had seen, 22 were inoperable; 10 hysterec- 
tomies had been performed with 4 recurrences. Of the 22 inoperable cases 7 had 
died. Operability depended entirely on the point of view of the operator. He 
selected his cases and in advanced disease employed curette and cautery with regular 
applications of acetone through a Ferguson’s speculum. He advocated the radical 
operation (Wertheim’s) in early cases, but in advanced cases, with marked involve- 
ment of the parametrium and glands, he contented himself with a simple abdominal 
hysterectomy. 

In the discussion which followed Professor Munro Kerr said that his practice 
was to perform the more extensive (Wertheim’s) operation. He found that about 
70 % of cases were operable and the results were satisfactory. 

Mr. Duff maintained that the problem to be faced is that of extirpating not only 
the tumour, but the lymphatic area into which dissemination may spread. 

Dr. Louise Mc.Ilroy was of opinion that the success of incomplete operations was 
due to the fact that some cancers were of the slow spreading type. 

Dr. Shannon advocated Wertheim’s operation as the one which held out most hope 
of cure. 

Fresh specimens were shown by Dr. Russell, Professor Munro Kerr, Drs. Stark, 
Macfarlane, Balfour Marshall, Shannon, and Munro Campbell. 
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ROYAL ACADEMY OF MEDICINE IN IRELAND. 


Section oF OssTEtRics. 


President—A. J. Horne, M.D., F.R.C.P.I. 
Sectional Secretary—G. FirzGisson, M.D., F.R.C.P.I. 


Friday, November 17th, 1911. 
The PresipEnt in the Chair. 
PreGnant Myomatous 


Dr. Grsson FitzGisson showed a specimen of pregnant myomatous uterus. A 
woman, ext. thirty-eight, married about six months, was sent to him about a month 
ago complaining of severe abdominal and pelvic pains. She did not believe that she 
was pregnant, but from the history it was obvious that she was. She had not 
menstruated for almost three months, and she had been refused by an insurance 
company on account of the risk of pregnancy. On examination a tumour was felt 
extending half-way to the umbilicus and another tumour completely filled the hollow 
of the sacrum. He opened the abdomen with the object of doing a myomectomy, but 
the tumour on the posterior wall of the uterus had so extensive a base that he thought 
the risk of myomectomy would be too great. Practically the whole uterus was taken 
out. There was a fibroid in the anterior part of the fundus, also a couple of pedun- 
culated fibroids at each cornu of the uterus. 


Dr. Tweedy asked what Dr. FitzGibbon considered to be the cause of the pain, 
as myoma of the pregnant uterus did not usually give rise to pain. In his opinion it 
would have been possible to remove all the myoma without injury to the uterus. A 
point that occurred to him was, should the woman not have been allowed to go to 
full term. He had, however, allowed a patient to do so, and decomposition of the 
myoma set in, and a hysterectomy had to be performed, so that he was not altogether 
encouraged to allow pregnancy to go to full term in such cases. 


Dr. Sheill asked what actuated Dr. FitzGibbon in deciding to do hysterectomy 
at once. 


Dr. Jellett said that the point that arose in his mind was, not so much why the 
case was operated on as whether it might not have been better to have taken out 
three of the tumours and leave the patient the uterus, as she might, he thought, have 
been given the chance of a subsequent pregnancy. It seemed to him that three of 
the tumours might have been taken out without any great trouble. 


Dr. FitzGibbon, in reply, said that he thought the cause of the pain was peritonitis. 
The large fibroid in Douglas’s pouch was slightly adherent, which might possibly 
have given rise to the pain. As regards allowing the patient to go to full term he did 
not see the possibility of her going to full time; but perhaps it might as well have 
been permitted, and let her have the chances of ending up with Cesarean section. 
The fibroid of the posterior wall of the uterus was low down, and he did not see how 
it could have been enucleated safely. He thought that the other fibroids might have 
come out, but then there would still be the chief one left, and as the patient had 
particularly impressed on him that she did not want to take any risks for the sake 
of having a family he only felt justified in adopting the course he did. 


The PresitpEnt read his address. 
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Nores on Four Successrun Cases or C&SAREAN SECTION WITH OBSERVATIONS. 


In the absence of Dr. C. Yetverton Pearson, Dr. Wm. Pearson read the paper. 
Sir Wm. Smyly remarked that it was curious that we had not a greater number 
of Cesarean sections in Ireland. In Glasgow they have them every fortnight or 
even oftener. This he attributed to the fact that Irish women nurse their children, 
whereas the Scottish do not. The case of ovarian tumour was the only one he would 
like to ask Dr. Pearson about. In his opinion it would have been better to have got 
at the tumour about the fifth month. However, it was explained that it was not 
possible to do so in the particular case. He thought there were several advantages 
in performing Cesarean section through the lower uterine segment, but it had been 
fully decided that it had completely failed in the object for which it was introduced 
—the treatment of infected cases. It was of the greatest importance to be able to 
do Cesarean section before the onset of labour. He attributed the death of one 
patient to the fact that it had not been done before, as he found the intestines 
adherent to the front of the womb, and a small pinhole caused the patient’s death 
through not being noticed in the defective light. He agreed with Dr. Pearson that 
it was not a good practice to fix the womb to the »bdominal wall, and thought it 
likely afterwards to separate. The way that Dr. Pearson had described of inverting 
the front of the uterus as he would the intestine appeared to him to add strength to 
the wound 

Dr. FitzGibbon said he thought that the first case reported by Dr. Pearson 
answered the question which he had asked when showing his specimen this evening. 
It was obvious in his case that labour could not take place past the fibroid, but 
perhaps it might have been left so, and a section done later, as was done in Dr. 
Pearson’s case. The point in favour of operating before labour starts he agreed with. 
As to the separating of the placenta instead of going through, he thought the separa- 
tion from the uterine wall was advantageous, as the bleeding from the mother was 
not increased, whereas the bleeding from the child would be diminished. 

Dr. Sheil] said, with reference to the douching of the uterus in the case of uterine 
inertia, he thought it would be impossible to use the douche sufficiently hot to be of 
any value. 

Dr. Solomons remarked with regard to the case followed by perineorrhaphy, would 
it not have been better to have got the patient back in, say nine or ten weeks, and 
do the operation then. When he assisted at extra-peritoneal Caesarean section he was 
struck with the advantage of only opening up the lower uterine segment, as the 
abdominal cavity seemed to be shut off from any septic infection. A small point in 
the technique that occurred to him was the holding of the child. The method 
adopted at the Rotunda was for the operator to hold the child and the assistant 
to clamp. 

Dr. Tweedy said that those who have not had the chance of seeing the extra- 
peritonea] Caesarean section condemn it, whilst those who have seen it become enthu- 
siastic about it. It is an operation that can be done at an advanced stage of labour, 
after the membranes have ruptured, and when a case is so far advanced that classical 
Cesarean section is considered out of course. It has also the advantage that you 
open through a wall hardly thicker than paper, and it does not bleed. It places the 
wound extra-peritoneal, so that no adhesions form between the intestines and the 
abdominal scar. Again, if rupture of the uterus occurred, which is unlikely, very 
little harm would follow. In Glasgow, they say, one of the great reasons why 
perforation of the child’s head is performed in preference to Cesarean section is the 
risk of infection owing to the patient having been perhaps already examined by 
several unknown persons. He held that if the patient died because she was septic, 
she would have died even if perforation of the living child had taken place. In one 
of his cases of extra-peritoneal section the woman had been examined outside, and 
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the wound did suppurate. Some say it is worse to infect cellular tissue than to 
infect anything else. He would invite any one to recall a case, and say if the cellular 
tissue was more opened than it would be in sub-total hysterectomy. 

Dr. Smith said Dr. Pearson’s method of performing the operation before labour 
came on appeared to be the ideal one. In the performance of the operation as 
suggested by Dr. Tweedy it would appear that he had made a point for himself 
inasmuch as the operation was done when the lower zone had formed. He would 
like to ask why the tumour was not removed in the earlier months when it was first 
recognised, knowing how safely operation can be performed during pregnancy, 
provided the time of operation does not synchronise with the usual menstrual period. 
He fully agreed with Dr. Pearson in not having sterilised the patients on whom he 
did Cesarean section. There are those who recommend sterilisation after Cesarean 
section, but he was altogether with Dr. Pearson on no account to sterilise. 

Dr. Jellett said that it appeared to be fairly well established that, under favour- 
able conditions, Cesarean section undoubtedly stands, but that it should always, if 
possible, be performed before labour comes on. He had no hesitation in saying that 
the patient is more comfortable by the operation being performed before labour 
started. He was once present at an extra-peritoneal operation in Vienna, but was 
not impressed by it. He did not see how it could be called an extra-peritoneal 
Cesarean section, as the second step in the operation was that the peritoneum was 
picked up and divided. He found in operating on cases where the patient was not 
in labour, while the uterus was in an absolutely atonic condition when out, as soon as 
it was replaced in the abdomen contraction immediately started. 

Dr. Gibson said that he had done the operation eight times, and all the cases had 
done well. It was, he thought, of importance that, before commencing, the patient 
should have an intramuscular injection of ergot. As to the suturing he saw no 
advantage in two layers. The abdominal walls should be closed up with clips, and a 
large pad should be placed all round, so that anything escaping from the uterus 
would be immediately absorbed. He did not see why extra-peritoneal Cesarean 
section was so called, because the peritoneum is opened although sutured. Personally 
he never did the operation, and he did not see the advantage of it. The only benefit 
that appeared to him to be derived from it was that the portion of the uterus incised 
was extremely thin, and it was possible the wound would not bleed. If the patient 
was septic he thought it was probable she would have died if the uterus was not 
removed. 

The President said that in the first case reported it was found that a large 
posterior myoma blocked delivery. He remembered a similar case where the patient 
got into labour, and as it advanced the tumour was pulled up and the woman 
delivered herself. It was a case in which Cesarean section might have been done. 
In a case like the second one mentioned—contracted pelvis—it is always found that 
before labour sets in the membrane is ruptured, consequently in such cases the 
moment the membrane ruptures a Cesarean section ought to be done. It appeared 
to him the simplest operation that one could do. As long as the uterus remained 
outside the abdomen it remained large, but immediately it was put back contraction 
took place. It was his invariable practice to apply hot cloths while the uterus 
remained outside. One other point in Dr. Pearson’s notes that struck him was that 
he had used iodine catgut sutures. He (the President) always used silk, and thought 
catgut would not give as firm a cicatrix. 

Dr. Pearson, replying, said he would not like to hold opposite opinions to those 
who had spoken on obstetric points, but would reply from the surgical point of view. 
With regard to Dr. FitzGibbon’s remarks criticising his own action in removing the 
uterus in the case reported by his father there was no pain experienced. As to Dr. 
Sheill’s comment regarding the douching, the temperature of the douche was from 
105° to 110° F., which was the highest that could be used without injury. Referring 
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to the use of catgut instead of silk sutures, he failed to see the advantage of silk 
over catgut. He never used silk himself. In answer to Dr. Solomons’ question as 
to whether it would not have been better to get the patient back for operation at a 
later date, he said that it was not an easy matter to get patients of the poorer class 
to come from a distance for a second operation. Regarding the extra-peritoneal 
Cesarean section, from a surgical standpoint he certainly did not think that one 
should dread opening the peritoneal cavity and performing the operation, even in 
the presence of infection. As to adhesions forming between the uterine scar and tlie 
abdominal wall, he thought that if two rows of sutures were put in no adhesions 
would take place. In his opinion, hemorrhage from the placenta was as likely t-. 
occur in one form of operation as in the other, and if an abdominal tumour wee 
present it would decide which should be undertaken. From the point of view of th 
surgeon he would be inclined to say that the safer and better operation was the ol { 
one of opening the abdominal cavity, bringing the uterus outside. 


2 
i 
= 
4 
: 
ie 


Franc Henry ‘Champneys, Bart, 
S. Fairbairn, M.B. 
Assistant Bditor: 
with the of the. following . at the paces 


AND 


NORTH OF ENGLAND: 
Fothergill, M.D 


William Siticlair, anchester. 
INDIA and other British moles: 
Of Diseases ot Women, Roy 


Francis Henry Cham Bart.; M. D. 
omew's 


Manre Ker, MiB. 


Oaring Grose Edward Malins, M.D., 


“Bardley Holland, M_D., 


LONDON: ‘SOHO SQUARE, W.. 
MANCHESTER : AT THE: UNIVERSITY PRESS. 


‘Price 2s. 6d. net. Subscription, 25s. post treo. 
Solohies and Abroad, 26s. post. free. 
Published 


: 

sie 


MALTED 


BARLEY, WHEAT AND MILK 


Powder Form.” 


FOR INFANTS, ‘INVALIDS, THE AGED 


The first thought.,of experienced ‘Dietitians selecting 
a palatable, nourishing, easily assimilated food for the aged and 
infirm, for ‘nursing mothers, fer convalescerits and neurasthenics. 
The wholesome, invigorating food principles of pure: mitk ‘and: choice 
malted grain, so prepared-in vacuo, as.to be properly assimilated 
in the feeblest conditions. Used mor€é extensively every. year=in the 
feeding of infants and as a supplementary ‘nutrient for growing 2 
children, because it brings about desired results. 


PREPARED IN A MOMENT WITH WATER, COOKING. 


Samples by past, Free to the profession, ont request. 


HORLICK’S:. MALTED COMPANY: 
SLOUGH, BUCKS., ENGLAND, 


Or B E E 


MUTTON, VEAL, CHICKEN, q 


Prepared from finest British Meat 


The best restorative after loss, of blood from any causes 
and in all debilitating ailments. 


Recommended by the Medical Protec all over the World. 


Price Lists of Invalid Preparations free on 
SRAND & CQ., Litd., Mayfair, London, Ww. 


2 
| 
: 
3 
ie 
at 
ae 
— 


} 
7q 
ee 
oy 
> 
: 
ia 
ve 
J 


‘KEPLER 


(TRADE MARK) 


SOLUTION 


: OF COD LIVER OIL :: 
> IN MALT EXTRACT :: 


A Milk-Producing Food 
of Exceptional Merits. 


Experience demonstrates the value 
of ‘Keprer’ SoLuTion as an item 
in the diet of nursing - mothers. 
In addition to its well-known re- 
storative and reconstructive powers, 
it increases the quantity of milk 
and improves the quality. 
‘KepLer’” SoLuTion is pleasant to 
take and easy to digest. 


Supplied in bottles of two sizes, 
at 1/10 and 3/3 respectively 


BURROUGHS WELLCOME & CO., LONDON 
NEw YORK MONTREAL SYDNEY CAPE TOWN MILAN 
SHANGHAI BUENOS AIRES 
London Exhibition Room: 54, WiGMORE STREET, W. 


COPYRIGHT 


if 
. 
e 
° 
x q 
&§ 
3 
i 
F. 568 — 
\ 
a 
i 
4 
i 
i 


p In cases of Acute Neuralgia, treated with a view of determining 
@ the analgesic properties of Antikamnia, it has been found to 
, exceed any of its predecessors in ra idity and certainty of the 
== relief given. Neuralgia, Myalgia, Hemicrania, and all forms 
of Headache, Menstrual Pain, etc., yield to its influence in a remarkabl 
short time, and in no instance has any evil after-effect aredneel. 
Strongly recommended in Rheumatism. The adult dose is one or two 
tablets every one, two, or three hours. To be repeated as indicated. All 
genuine tablets bear the AK monogram. 

am TO TREAT A COUGH. Antikamnia & Codeine Tablet 
“> are most useful. It matters not whether it be a deep-seated 
# cough, tickling cough, hacking cough, nervous cough, or what- 

ever its character, it can be eas under prompt control by 
these tablets. To administer Antikamnia & Codeine Tablets 
most satisfactorily for coughs, advise patient to allow one or two 
tablets to dissolve slowly upon the tongue and swallow the 
saliva. For night coughs, take one on retiring. 


ANALGESIC. ANTIPYRETIC. ANODYNE. 


Antikamnia Tablets 5gr. Antikamnia & Codeine Tablets. 
Supplied in loz. packages to the Medical Professlon. — 


THE ANTIKAMNIA CHEMICAL CO., 
46, Holborn Viaduct, London. 


List or Some PusBLicaTIons oN OBSTETRICS, GyN&zCOLOGY, NURSING, 
Erc.—Continued. 


BOOKS FOR MIDWIVES AND NURSES. 


& Son, Lonpon: 
Barnes (Fancourt). A Manual of Midwifery for Midwives. 9th Ed. 
1902. 6s. 
ARNOLD (Epwarp), Lonpon : 
Andrews (H. Russell). Midwifery for Nurses. 1906. 4s. 6d. net. 
J. & A. Lonpon: 
Cullingworth. A Short Manual for Monthly Nurses. 7th Ed. 1908. 
1s. 6d. net. 
Fothergill. A Course of Lectures to Midwives and Maternity Nurses. 
1907. 4s. 6d. net. 
Jellett. A Short Practice of Midwifery for Nurses. 3rd Ed. 1908. 
6s. 6d. net. 
Hadley. Nursing, General, Medical, and Surgical. 2nd Ed. 1907. 
3s. 6d. net. 
Longridge. A Manual for Midwives. 1908. 3s. 6d. net. 
Lonemans, GREEN & Co., Lonpon: 
Ashby. Health in the Nursery. 4th Ed. 1905. 3s. 
Smith. The Handbook for Midwives. 2nd Ed. 1884. 5s, 
Wa. Green & Sons, Lonpon: 
Fothergill. Lectures for Midwives and Maternity Nurses. 1907. 
4s. 6d. net. 


May be obtained from Sherratt & Hughes, 33, Soho Square, London, W. 


IN RHEUMATISM AND NEURALCIA. 


The Journal of Ohstetries and Gynaeology of the 
British Empire Publishing Co. Limited, 


INCORPORATED UNDER THE COMPANIES ACTs, 1862 TO 1900. 
CAPITAL, £5,000, 
Divided into 1,000 Ordinary Shares of £5 each. 


Directors. 

Sir FRANCIS H. CHAMPNEYS, Bart., M.D., 42, Upper Brook Street, 

Grosvenor So London, W, Chairman. 
W. S. A. GRIFFITH, .» M.D., 96, a Street, London, W. 
MONTAGU HANDFIELD-JONES, Esq., M.D., 35,Cavendish Square, London, W 
GEORGE ERNEST HERMAN, Esq. M.B., 20, Harley Street, London, W. 
EDWARD MALINS, Esq., M.D., 50, Newhall Street, Birmingham. 
Mrs. MARY A. D. SCHARLIEB, M.D., M.S., 149, Harley Street, London, W. 
Sir WILLIAM J. SINCLAIR, M D., Garvock House, Dudley Road, Whalley 


anchester. 
Sir JOHN WILLIAMS, Bt., M.D., Plas Llanstephan, Carmarthenshire. 
Bankers. 
THE LONDON & PROVINCIAL BANK, 163, Edgware Road, London, W. 
Solicitors. 
Messrs. JENKINSON, OWEN, & CO., 5, Frederick’s Place, Old Jewry, 
London, E.C. 
Secretary and Offices. 
D. W. MEYLER, Esq., 5, Frederick’s Place, Old Jewry, London, E.C. 


The Company was formed in 1901 for the purpose ot establishing a 
monthly Journal, specially devoted to Obstetrics and Gynecology, of 
which the first number appeared in January, 1902. 

The aim of the promoters was, in the words of the original pros- 
pectus, to make “the Journal an impartial and complete record of 
British work, an exponent of British Obstetrical and Gynecological 
practice, and an encyclopedia of contemporary thovght and 
achievement in Obstetrics and Gynecology throughout the world.” 
By faithfully following the lines thus indicated, the editors have secured 
for the Journal of Obstetrics and Gynecology a high position amongst 
the scientific medical journals of the day. 


The names of the present shareholders are as follows :— 
ENGLAND AND WALES. 


Barrow-in-Furness. 
Archibald Carmichael, Esq., M.D., Duke Street, Dalton Road. 


Birmingham. 
Edward Malins, Esq., M.D., 50 Newhall Street. 
Christopher Martin, Esq., M.B., F.R.C.S., 35, George Road, Edgbaston 
Charles Edwin Purslow. Esq., M.D., 192, Broad Street. 
Thomas Wilson Esq., M.D., 8 Cornwall Street. 


Droitwich. 
Lionel Claude Everard Calthrop, Esq., M.D., Queen Street. 


Leeds. 


Edward Octavius Croft, Esq., M.D., 33, Park Square. 
John Benjamin Hellier, Esq., M.D., 27, Park Square. 


Liverpool. 


Henry Briggs, Esq., M.B., 3, Rodney Street. 
Esq., M.B., 28, Rodney Street. 
omas Babington Grimsdale, », M.B., 29, Rodney Street. 
George Arthur Hawkins-Ambler, -, F.R.C.S. (Edin.), 30, Rodney Street. 
Arthur John Wallace, Esq., M:D., 1, Gambier Terrace. 


4 
Bey 
2 
q 
1 
45 
} 
| 
| 
| 
| 


List of Shareholders—continued. 


London. 
Augustus Whitehorn Addinsell, ., M.B., 10, Curzon Street, a, W. 
Miss Louisa Garrett Anderson, M.D. (Lond.), 114a, Harley Street, W. 


Henry Russell Andrews, Esq., M.D., 22, Upper Wimpole Street, W. 

Robert Hamilton Bell, Esq., M.B. (Executors of), 27, Seymour Street, W. 
George Harold Arthur Comyns Berkeley, Esq., M.B., 53, Wimpole Street, W. 
James Watt Black, Esq., M.D., 5 Clarges Street, Piccadilly, W. 
George Francis Blacker, Esq., M.D., 45, Wimpole Street, Ww. 
— Bland-Sutton, Esq., F.R.C.S., 47, Brook Street, W. 

obert Boxall, Esq., M.D., 40, Portland Place, W. 
Mrs. Florence Nightingale Boyd, M.D., 134. Harley Street, W. 
Albert Esq., F.R.C.P. (Edin.) ; F.R.C.S. (Edin.), 76, Brook 
treet, 

‘Sir Francis Henry Champneys, Bart., M.D.. 42, Upper Brook Street, W. 

William Radford Dakin, vg M.D., 8, Grosvenor Street, W. 

Alban Henry Griffiths Doran, 4. F.R.C.S., 9, Granville Place, Portman Square, W 
Thomas Watts Eden, Esq., M.D., 26, = Anne Street, W. 

= Shields Fairbairn, Esq., M.B., 42, Wimpole Street, W. 

illiam Hugh Fenton, Esq., M.D., 27, George Street, Hanover Square, W. 

Alfred Lewis Galabin, Esq., M.D., 49, Wimpole Street, W. 

Robert Alexander Gibbons, va M.D., 29, Cadogan Place, W. 

William John Gow, Esq., M.D., 27, be oe Street, W. 

Walter Spencer Anderson Griffith, ., M.D., 96, Harley Street, W. 

Charles Montagu Handfield-Jones, Esq., M.D., 35. Cavendish Square, W. 

George Ernest Herman, Esq., M.B., 20, Harley Street, W. 

Peter Horrocks, Esq., M.D., 42, Brook Street, W. 

Henry per em ones, Esq., M.D., 131, Harley Street, W. 

Arthur Corrie Keep, ., M.D., 14, Gloucester Place, Portman Square, W. 

Arthur Hamilton Nicholson Lewers, Esq., M.D., 43, Upper Brook St., Grosvenor 


Square, W. 
Cuthbert Henry Jones Lockyer, ., M.D., 117a, Harley Street, W. 
Frederick John McCann, Esq., M.D., 14, Wimpole Street, Cavendish Square, W. 
ameson J. Macan, Esq., M.D., Crossgates, Cheam, Surrey. 
ohn David Malcolm, Esq., M.B., 13, Portman Street, W. 
Villiam Appleton Meredith, Esq., F.R.C.S., 21, Manchester Square, W. 
o Phillips, Esq., M.D., 68, Brook Street, W. 
illiam Rivers Pollock, Esq., M.D., 56, Park Street, Grosvenor Square, W. 
George Henkell Drummond Robinson, Esq., M.D., 17, Seymour St., Portman Sq., W 
Amand Jules McConnel Routh, Esq., M.D., 14a, Manchester Square, W. 
Mrs. Mary Ann Dacomb Scharlieb, M. D., M.S., 149, Harley Street, W. 
Herbert Ritchie Spencer, Esq., M.D., 104, Harley Street, W. 
Arthur Francis Stabb, Esq., M.B. 132, Harley Street, W. 
ames Henry — Esq., M.S., F.R.C.S., 19, Upper Wimpole Street, W. 
alter William Hunt Tate, Esq., M.D., 32, Queen Anne Street, W. 
Miss Mary Thorne, M.D., 148, Harley Street, W. 
Ralph Harry Vincent, Esq., M.D., 1, Harley Street, W 
Miss Helen Webb, M.B., 14, Nottingham Place, W 
Herbert Williamson, Esq., M.B., 84, Wimpole Street, W. 


Manchester. 

Samuel Buckley, Esq., M.D., 72, Bridge Street. 
Archibald Donald, Esq., M.D., Sunnyside, Victoria Park. 
William Edward Fothergill, Esq., M.D., x8, St. John Street. 
Arnold William Warrington Lea, Esq., M.D., B.S., F.R.C.S., 240 Oxford Road. 
David Lloyd Roberts, -, M.D., iz, St. John Street. 
ong Scott, Esq., M.D., 249, Upper Brook Street. 

ir William Japp Siaclair, M.D., Garvock House, Dudley Road, Whalley Range 


William Kay Walls, Esq., M.D., 14, St. John Street. 
Newcastle-on-Tyne. 
Robert Patton Ranken Lyle, Esq., M.D., 11, Ellison Place. 
Preston. 
John Edward Garner, Esq., M.D., 6, Winckley Square. 
Sheffield. 
John Wise Martin, Esq., M.D., Claremont, Glossop Road. 
Wolverhampton. 
Frederick Edge, Esq., M.D., F.R.C.S., Granville House, Tettenhall Road. 
Wales. 


Ewen John Maclean, Esq., M.D., 12, Park Place, Cardiff. 
Sir John Williams, Bart., M.D.. Plas Llanstephan, Carmarthenshire 


List of Shareholders—continued. 


SCOTLAND 


Aberdeen. 
Professor William Stephenson, M.D., 3, Rubislaw Terrace. 
Dundee. 
John Alexander Campbell Kynoch, Esq., M.B., 8, Airlie Place. 
Edinburgh. 
John William Ballantyne, Esq., M.D., Rothesay Terrace. 
Alexander Hugh Freeland Barbour, Esq., M.D., 4, Charlotte Square. 
Sir J. —- Croom, M.D., 25. Charlotte Square. 
er 


_ Haig Ferguson, — M.D., 7, Coates Crescent. 
avid Berry Hart, Esq., M.D., 2 Charlotte Square. 
Sir Alexander Russell Simpson, M.D., 52, Queen Street. 
Glasgow. 
{a Martin Munro Kerr, ., M.D., 7, Clairmont Gardens. 
- Hammond Teacher, Esq., M.D., 32, Kingsborough Gardens. 
IRELAND. 


Belfast. 

Miss Marion B. Andrews, M.D , B.Ch., 17 University Square. 

Sir John William Byers, M.D., Dreenagh House, Lower Crescent. 

John Campbell, Esq. M.D., F.R.C.S. Crescent House, University Road. 
Dublin. 

Frederick William Kidd, -» M.D., 17, Lower Fitzwilliam Street. 

or we Smith, Esq., M.B., 30, Merrion Square. 

Sir Wi Josiah Smyly, M.D., 58, Merrion Square. 

Ernest Hastings Tweedy, Esq., F.R.C.P.1., Rotunda Hospital. 


indian Medical Service. 
Robert Charles MacWatt, M.B., Major, c/o H. S. King & Co., 45, Pall Mall 
London, S.W. 


Arthur James Sturmer, Lt,-Col. (retired), clo H. S. King & Co., 45, Pall Mall, 
London, S.W. 


Some Shares still remain unsold. Forms of Application for these Shares 
and information as to their price, may be obtained from the Secretary, at the 
Offices of the Company, 5, Frederick’s Place, Old Jewry, London, E.C. 


NOTICE. 


The “ Journal of Obstetrics and Gynecology of the British Empire” 
is Published Monthly, price 2/6 per single number. The - 
Annual Subscription is 25/- post free; for the Colonies and 
abroad, 26/- post free. The Publishers are Messrs. Sherratt 
and Hughes, 33, Soho Square, W.; and 34, Cross Street, 
Manchester, to whom all communications respecting 
Advertisements or other business relating to the Journal 
should be addressed. 


Communications respecting Editorial matters and Books for 
review should be addressed to the. EpitTor, 33, SOHO 
SquaRE, Lonpon, W. 


The Edttor cannot undertake to return manuscripts, but 
will endeavour to meet the wishes of contributors in 
this respect as far as possible. 

Authors of original articles are supplied with 25 reprints, in 
pamphlet form, free; tf they destre extra copies they are 
reguested to notify the publishers before the tissue of the 
Journal containing the same. 


The right of publication of all original communications in 
this Journal is reserved. 


H 
.. 
| 
{ 
| 
| 
“a 
| 
| 
| 


LIST OF SOME PUBLICATIONS ON OBSTETRICS, GYNAZCOLOGY, 
NURSING, Ero. 
To be obtained from 
SHgRRATT & HucuHss, 33 Sono Squarr, Lonpon, W. 


OBSTETRICS. 
ADLARD & Son, Lonpon: 
Longridge. The Puerperium. Ist Ed. 1906. 5s. net (cloth). 
McCann. The Treatment of Puerperal Infection. Ist Ed. 1906. 1s. net. 
Joun Wricut & Co., BrisTou: 
Fothergill. Golden Rules of Obstetric Practice. 5th Ed. 1906. 1s. net. 
Smitu, Exper & Co., Lonpon: 
Barnes (Robert). A Synoptical Guide to the Study of Obstetrics. 1st Ed. 
1883. 3s. 
Barnes (Robert and Fancourt). A System of Obstetric Medicine and 
Surgery. Ist Ed. 1884. Vol. I. 18s. Ist Ed. 1885. Vol. II. 20s. 
Playfair. A Treatise on the Science and Practice of Midwifery. 9th 
Ed. 1898. 28s. 
J. & A. CaurcHILL, Lonpon: 
Jellett. A Short Practice of Midwifery, embodying the treatment 
adopted at the Rotunda Hospital. 5th Ed. 1908. 10s, 6d. net. 
Jellett. A Short Practice of Midwifery for Nurses. 3rd Ed. 1908. 
6s. 6d. net. 
Ballantyne. Essentials of Obstetrics. 1904. 5s. net. 
Barnes. Lectures on Obstetric Operations, including the Treatment of 
Hemorrhage. 4th Ed. 1886. 12s. 6d. 
Eden. A Manual of Midwifery. 2nd Ed. 1908. 12s. 6d. net. 
Fothergill. A Manual of Midwifery for the use of Scudents and Prac 
titioners. 4th Ed. 1907. 9s. net. 
Galabin and Blacker. The Practice of Midwifery. 7th. Ed. 1910. 
18s. net. 
Reynolds. Notes on Midwifery. 2nd Ed. 1886. 4s. 
Roberts. The Students’ Guide to the Practice of Midwifery. 4th Ed. 
1896. 10s. 6d. 
Lonemans, GreEn & Co., Lonpon: 
Dakin. A Handbook of Midwifery. 18s. 
Fothergill. A Manual of Midwifery for the use of Students and 
Practitioners. 3rd Ed. 1903. 9s. net. 
Cuas. Grirrin & Co. Lrp., Lonpon: 
Donald. An Introduction to the Study of Midwifery. 5th Ed. 1905. 5s. 
Henry Kimpton, Lonpon: 
Peterson. The Practice of Obstetrics. 1906. 31s. 6d. net. 
Credé and Leopold. A Short Guide to the Examination of Lying-in 
Women. 1894. 1s. 6d. net. 
Grandin and Jarman. Practical Obstetrics. 1901. 18s. net. 
Jardine. Midwifery for Nurses. 4th Ed. 1909. 5s. net. 
Jardine. Clinical Obstetrics. 3rd Ed. 1910. 21s. net. 
Jewett. The Principles and Practice of Obstetrics. 
New Ed. 1907. 25s. net. 
Jewett. Essentials of Obstetrics. 2nd Ed. 1902. 10s. 6d. net. 
King. A Manual of Obstetrics. 9th Ed. 1904. 12s. 6d. net. 
W. K. Lewis, Lonpon: 
Diithrssen. A Manual of Obstetrical Practice for Students and Prac. 
titioners. Translation from 6th German Edition 1897. 3s. 6d. net. 
Wilson. Deaths in Childbed. 1904. 2s. 6d. net. 
E. & S. Livinastonn, EpINBURGH : 
Glover. Midwifery Notes, for the Use of Studente. 28. 6d. nxt. 
Sipngy AppLaton, LONDON: 
Williams’ Obstetrics. 2nd Ed. 1908. 25s. net 
Wright’s Obstetrics. Ist Ed. 1905. 18s. net 
Lusk’s Midwifery. 4th Ed. 1901. 21s. net. 


I 
3 


List oF SOME PUBLICATIONS ON OBSTETRICS, GyN&ZCOLOGY, NuRSING, 
Erc.—Continued. 
Youne J. PantLanp, anp LONDON: 
Parvin. Science and Art of Obstetrics. 3rd Ed. 1895. 18s. 
Massrs. Resman Lrp., Lonpon: 
Edgar. The Practice of Obstetrics. 3rd Ed. 1907. 30s. 
MacLennan. Abdominal Examination and Manipulation in Pregnancy. 


1902. 6s. 
McKerron. Pregnancy, Labour and Childbed, with Ovarian Tumour 
1903. 7s. 6d. 


CassgLu & Co. Ltp., Lonpoy, Parts, New AND MELBOURNE: 

Herman. Difficult Labour: A Guide to its Management for Students 
and Practitioners. 1906. 12s. 6d. 

W. B. Saunpgrs Company, LONDON AND PHILADELPHIA: 
Schaffer. Labour and Operative Obstetrics. 1901. 9s. net. 
Schaffer. Obstetric Diagnosis and Treatment. 1901. 13s. net. 
Hirst. A Text-book of Obstetrics. 5th Ed. 1906. 21s. net. 
Norris. A Text-book of Obstetrics. 2 vols. 1902. 17s. 6d. net per vol. 
Dorland. Modern Obstetrics. 2nd Ed. 1901. 17s. net. 


GYNZCOLOGY. 
Wriast & Co., BristoL: 
Aarons. Golden Rules of Gynecology. 5th Ed. 1906. 1s. net. 
Wilson (T.). Pelvic inflammations in the female. Demy 8vo. Cloth 
3s. 6d. net. 


Smitu, Exvpsr & Co., Lonpon: 
Balls-Headley. The Evolution of the Diseases of Women. Ist Ed. 1894. 
16s. 


J. & A. Lonpon: 
Eden. A Manual of Gynecology. 1911. 18s. net. 
Jellett. A Short Practice of Gynecology. 3rd Ed. 1908. 12s. 6d. net. 
Ballantyne. Essentials of Gynecology. 1905. 5s. net. 
Emmet. The Principles and Practice of Gynecology. 3rd Ed. 1885. 24s. 
Fothergill. A Manual of Diseases of Women. 1910. 9s. net. 
Reynolds. Notes on Diseases of Women. 4th Ed. 1894. 3s. 6d. 


Cuas. GrirFrin & Co. Lrpv., Lonpon: 
Phillips. Outlines of the Diseases of Women. 4th Ed. 1906. 7s. 6d. 
W. & A. R Jounnston, Epinsureo anp Lonpon: 
Hart (D. B.) and Barbour (A. H. Freeland). Manual of Gynecology. 
5th Ed. 1897. 


Henry Kimpton, Lonpon: 
Bovee. The Practice of Gynecology. 1906. 31s. 6d. net. 
Crockett. A Text-book of Diseases of Women. 1901. 7s. 6d. net. 
Dudley. The Principles and Practice of Gynecology. 1908. 25s. net. 


H. K. Lewis, Lonpon: 

Granville Bantock. On the Treatment of Rupture of the Female 
Perineum Immediate and Remote. 2nd Ed. 1888. 3s. 6d. 

Dihrssen. A Manual of Gynecological Practice for Students and 
Practitioners. 2nd Ed. 1900. 3s. net. 

Lewers. Cancer of the Uterus. 1902. 10s. 6d. net. 

Lewers. A Practical Text-book of Diseases of Women. 6th Ed. 1903. 
10s. 6d. 

Taylor. Extra-uterine Pregnancy. 1889. 7s. 6d. 


{ 
| 

| 

| 

{ 

i 

| 

i 

| 

| 

| 

| 

] 


TABLE OF CONTENTS. 


ORIGINAL ARTICLES. PAGE 

I. BeckwortH MS. (Lond.), F.R.C.S. (Eng.), 
“ Primary Carcinoma of the Female Urethra,” - - 269 

II. S. Norton Mackenzig, M.A., M.B, (Cantab.) “ ‘The Clinical 
Aspects of Extra-uterine Gestation.” - -  - 277 


Il]. J. Sriruine Youne, M.D. “The Life History of the Ovary.” 285 


SELECT CLINICAL REPORTS. 
I. Marx Linpsey, M.R.CS., L.R.C.P. “A Case of Gangrene 


of the Vagina” = - - 291 
II. Earpiey M.D. “A Case of Ovarian Pregnancy : 
Probably Bilateral ” - - - - 295 


A medical woman will receive a resident patient, 
confinement or other case, or one requiring manual 
treatment. Terms according to treatment and attention 
required._Dr. ALICE KER, 6, James ST., BIRKENHEAD. 


The important dietetic value of LEMCO in diseases 
affecting the stomach and intestines lies in the beneficial 
influence which it exercises on the digestive processes, 
while affording sustenance to the system. All fat is 


excluded in the process of manufacture, so that LEMCO 


can be retained even by the most delicate, when ordinary 
beef-tea nauseates. 


LEMCO is guaranteed all pure concentrated beef—is twice 
analysed—made under hygienic conditions in model factories 
—and is under scientific supervision from first to last. For 
nearly a. it has been extensively used in the lead- 
ing hospitals and nursing homes throughout the world. 


LEMCO THames House, 
Lonpbon, E.C. 


DANES 
4 


Southalls’ 
Accouchement Sets. 


In Cases at 2 Guineas, 1 Guinea, and Half-guinea. 


Containing the necessary requisites selected from 
SOUTHALLS’ “SANITARY SPECIALITIES” for use 
in Confinement. 


In designing these Sets the experience of many Eminent Obstetricians and 
Trained Nurses has been obtained, with the result that the Sets will be 
found invaluable as regards Comfort, Cleanliness, and diminution of the risks 
of septic infection, to the Nurse, Patient, and Child. 


Circulars giving full particulars free on Application. 


SOUTHALLS’ ACCOUGHEMENT SHEETS. 


ABSORBENT, ANTISEPTIC, AND OF DOWNY SOFTNESS. 


Recommended by the Medical and Nursing Professions for 
Comfort and Cleanliness. 


22 by 18, 28 by 25, 33 by 33 inches—1/-, 2/-, and 2/6 each. 


Southall Bros, & Barclay, Limited, Birmingham. 


Manufacturers of Southalls’ Sanitary Towels for Ladies. 


TABLE OF CONTENTS—Continued. 


PAGE 
III. Mites H. Parties, BS., F.R.C.S. “A Case of Chorion- 
Epithelioma of the Fallopian Tube” - - = = 299 
1V. R. DrummMonp M.D. “ of 
Placenta” - - - - - 802 
V. Joun S. Farrparrn, M.A., B.M. (Oxon.) “A Case of 
Primary Carcinoma of the Female Urethra” - - ~- 306 


REVIEW OF CURRENT LITERATURE. 


Hartmann. The Treatment of Acute Peritonitis - . - : - 308 
Coryllos. The Transverse Supra-pubic Incision in Gynecology - - - 310 
Bender. A Case of Tuberculosis of the Cervix - - : - 310 
Gellhorn. Treatment of Inoperable Cancer of Uterus with nei - - 3il 
Smith. Repeated Ectopic Pregnancy - - $il 
Scipiades. Intra-ligamentary Extra-uterine Pregnancy. - - : - 312 
Recasens. Morbus Cordis and Pregnancy - - 313 
Bauereisen. The Treatment of Pernicious Anemia in Pregnancy - - 313 
Neu. Successful Treatment of Osteomalacia with Pituitrin = - . - 313 
Cortiguera. Fibroids and Pregnancy - - - - - 314 
Ross. Stimulation of Labour Pains by ne Extract : - - 314 
Polak, Puerperal Infections - - - : - - 314 
Villapadierna. The Fetus at Termin Spain - - 315 


REPORTS OF SOCIETIES. - - - - 316 


| 
| 
| 
| 
j 
| 
] 
| 
: 
} 
| 
i 
| 
| 
| 
t x 
ay 
| 
‘ 


A well-tried remedy 
for 


Menorrhagia« Metrorrhagia 


ERGOTIN AND SENECIN COMPOUND CHOCOLATE-COATED TABLETS 
(P., D. & Co.). 


Ergotin .. grain Hydrastin grain 
Senecin .. grain Hamamelin 1 grain 
Chloretone .. -. 1 grain 


The above-mentioned ingredients respectively contribute uterine 
tonic, regulative, hemostatic, antispasmodic, anodyne and nerve seda- 
tive properties. The combination has proved remarkably effectual in 
the control of menorrhagia and metrorrhagia. Two tablets 
given every three hours will generally arrest excessive menstrual flow ; 
in chronic cases, one tablet given thrice daily just before the menstrual 
period usually obviates undue loss. These tablets are reported to be 
very beneficial also in leucorrhcea. 


Supplied in bottles of 100 and 500 tablets. 


PARKE, DAVIS & CO., 50, Beak St., Regent St., LONDON, W. 


PERHYDROL 


Hydrogen Peroxide-Merck, 30 % by weight (=100 vols.) 
CHEMICALLY PURE 


ABSOLUTELY FREE FROM ACIDS. 


THE IDEAL DISINFECTANT AND ANTISEPTIC 
For Gynzcological and Obstetric purposes. 


Literature and Samples free on application to 


E. MERCK st, LONDON, E.C. 


i 
i 
_ 
F 
? 
: 
| 
| 
: 
4 
K: 
i 
? 
: 
and 
ia 
hin 
a > 


4 
at 
4 


The: Ideal Tonic 
and 


BYNO CASCADA” the: 

laxative of the finest: Cascara’ Sagrada and 
rated in pure active 
Liquid Malt. 
The gentle, yet persistent, 


antestinal muscle, reinforced 
by the influence of “Bynin,” 
‘ia. promoting the digestion — 


renders “Byno Cascada” the 
ideal. prescription to ensure 
‘normal. bowel activity... 
Equally valuable childhood, in pregnancy, 
nursing mothets, in old age, “Byno 
in treatment, 


in Botts at 26 and 


Desoto and fm to. Mada: Men. 


LOMBARD STREET, LONDON. 


Printed by SHERRATT & “Hvis, London and Manchest. 


‘tonic effect of Cascara on ie ee 


and assimilation of. food, 


1 
d 


The 
Vaginal 
Drainage Tube — 


intreduced by Sir William Sinclair, 


Can- now be from 


JAMES WOOLLEY, SONS C0. 


Victoria Bridge, Manchester. | 


WoOLLey 


The Pricss are as ‘follow: 


3d., ts. 84, “and 2s each 


Food is a 
food, specially free 
from yough imdagestible 
particles. It contains the natural 
digestive principles, and 2 


BENGER’S FOOD is devised to be in 
fresh milk or milk and water, i such proportion as may be considered desirable {| 
by the prescriber for the particular case. The composition of the ae -.. 
food, ready for consumption, varies with the formula used and the length of |” 
predigestion ordered, The fat may be addition of or 
the use of upper milk if desired. 
“The Lamvet’” describes it “Mie, Benger’s preparation.” 
“The. British Medical Food’ has, ite 


A.. sample and will sent free to” 
Members ‘on ap tion: to 


BENGER’S FOOD | LID, Otter Works "MANCHESTER 


GLAND 


> 
he, 
: “fi 


A 
: 
x 
: 
ae 
q 


